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RECENT ADVANCES IN DISEASES OF THE EYE AS 
AFFECTING THE GENERAL PRACTITIONER. 


By W. Wallis Hoare, M.D. (Brux.), F.R.C.S. (Edin.), 
M.R.C.S., L.R.C.P., 
Brisbane. 


In response to an invitation, I am making a few 
remarks this evening, condensing as much as possible 
and touching only on those diseases which the general 
practitioner is likely to encounter. 

One of the most important changes in dealing with 
diseases of the eye by the profession in the last decade 
has been the almost complete uniformity with which 
those devoting themselves to the practice of ophthal- 
mology have confined themselves to that specialty and 
not combined it with anything else. 

I remember in the early part of this century such 
an anomaly existed in London, the heart of the Em- 
pire, that a man was general surgeon to a large teach- 
ing hospital and ophthalmic surgeon at Moorfield’s 
at the same time. The late Mr. Sileock was about 
the last of the species. We find now that men are 
reluctant to specialize in eye, ear, nose and throat 
at once, for the reason that ophthalmology is such a 
broad and difficult subject. No matter how great the 
individual ability possessed, it requires all a man’s 
energy and attention in dealing with its varied and 
difficult problems. 

Affections of the lids are frequently encountered 
by the general practitioner, one of the commonest of 
these being chronic marginal blepharitis, often asso- 
ciated with refractive errors and commonly treated 
by the general practitioner and sometimes by the ocu- 
list with Pagenstecher’s yellow oxide of mercury oint- 
ment. In the vast majority of cases the effect is nil. 
Many and varied are the drugs which have been ad- 
vised for this unsightly complaint, but of recent 
years the pathologist has been invoked and called on 
to manufacture an auto-vaccine ; sometimes, in appar- 
ently inveterate cases, this is quite successful. As a 
general rule I have found ‘‘protargolage,’’ or, in 
other words, massage of the edges of the lids daily 
with a strong solution of protargol, the most efficient 
treatment of all. 

Another affection the general practitioner will occa- 
sionally encounter is that known as congenital ptosis. 
Judging from the numbers of patients seen in adult 
life, it is reasonable to suppose that they have not 
been strongly encouraged to undergo treatment there- 
for. While there have been numerous operative pro- 
cedures designed for the cure of the complaint, I think 
the two most successful, namely, that of Motais, in 
which a portion of the superior rectus is harnessed to 
the upper tarsal cartilage, and Tansley Hunt’s 
method of skin advancement, are comparatively re- 
cent. The photographs which I hand round, show the 
effect of a Motais’s operation and a Tansley Hunt 
operation. 

For the distressing type of lid affection known as 
senile ectropion, the modified Symonowski operation 


1 Read at a Meeting of the Queensland Branch of the British 
Association on Mareh 1921. 


stands supreme and in result, if properly carried out, 
is brilliantly effective. As it is carried out painlessly 
under a local anesthesia, there is nothing to prevent 
nervous or feeble old people undergoing it. 

With regard to trachoma, this, alas, is ever with 
us in acute and chronic forms, still defying the best 
efforts of the profession to cure in the proper sense 
of the word. The majority of the patients we see 
come from the northern or western portions of the 
State. Some of the results of the disease and the 
heroic efforts made to combat it are sad to eontem- 
plate. We have not materially advanced in the treat- 
ment of acute trachoma. As of yore, salts of silver 
and copper remain the sheet anchors of treatment; 
but in the chronic stages advance has been made in 
giving relief to such conditions as pseudo-ptosis, 
trichiasis and pannus; tarsectomy, canthotomy and 
peritomy in some form or other do much to alleviate 
these conditions. Although peritomy is not a recent 
operation it has, in my opinion, been very much 
neglected ; if well carried out, I have not known it to 
fail in producing to some extent an improvement of 
vision. The late Brudenell Carter, in 1889, wrote 


as follows: 

In connexion with the inoculation with pus from ophthal- 
mia neonatorum and the instillation of jequirity for the cure 
of pannus, the cases which justify either of these severe 
forms of treatment are by no means numerous and are likely 
to become less so every year, as the treatment of acute con- 
junctivitis is better understood. They are now chiefly fur- 
nished by persons who have suffered from ophthalmia in 
some remote colonial region, or in some barbarous country, 
or who have been the victims of the epidemics of contagious 
ophthalmia which have visited certain workhouse schools. 


I wonder how the late Brudenell Carter, if revital- 
ized, would describe our fair State of Queensland, 
which, with many evidences of modernity—aero- 
planes, telephones, ete. ,ete.—still has far too many 
people with acute and chronic trachoma groping about 
amongst our sparse population. 

It is a moot point whether any real advance has 
taken place in dealing with epiphora due to lachrymal 
obstruction. I think I can safely say we are still 
unable to indicate in any case of well pronounced 
lachrymal obstruction any method which is sure and 
certain to reli¢éve permanently, short of extirpation 
of the lachrymal sac. Some years ago, West’s opera- 
tion, which consisted of an intranasal communication 
between the lachrymal sae and nostril, was looked 
upon as having a bright future; but, alas, like many 
other methods, it soon gave rise to disappointment 
and I think most ophthalmic surgeons regard the 
old treatment, that is, extirpation of the sac, as the ° 
safest and surest method of permanent relief in the 
majority of cases. 

. Regarding corneal affections, can I say that there 
is any advance in the treatment of these? To some 
extent, notably in that form of keratitis having its 
origin in tubercular diathesis. It is marvellous to 
note the rapidity with which such cases clear after 
a few injections of tuberculin. In cases of interstitial 
keratitis of specific origin, it is unfortunate that in- 
jections of salvarsan have practically no effect, or a 
deleterious effect, as these cases are so notoriously 
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obstinate and lengthy in duration. In the treatment 
of corneal ulcers, | think we can claim advance in 
certain types, notably in that very serious form of 
uleer known as Mooren’s ulcus rodens, in which the 
treatment by means of a covering conjunctival flap 
in many cases cuts short the process and preserves 
much corneal tissue intact. It is an advance to know 
that there are strict limitations to the use of electro- 
cautery for corneal ulcer and that this form of treat- 
ment should not be used on a corneal ulcer occurring 
in a child, because of the danger of contiguous death 
of corneal tissue in the vicinity, with resulting opa- 
city and visual limp. 

An important point I would like to impress upon 
the profession generally in connexion with corneal 
ulcers and corneal lesions is that, prior to any treat- 
ment, it is imperative to demonstrate the absolute 
integrity of the lachrymal apparatus, because, should 
there be a cesspool of micro-organisms, constantly 
overflowing on to an ulcerated surface or open wound, 
successful healing cannot take place until this cess- 
pool has been obliterated. This point is not, as far 
as I am aware, sufficiently emphasized in any treatise 
on ophthalmology. 

With regard to iritis and irido-cyclitis, I do not 
think that there has been much knowledge added in 
recent years as to either etiology or treatment of this 
disease, serious alike when present in acute form and 
far- reaching in its after consequences. In the first 
place, I think the term iritis is a misnomer, simply 
because, anatomically, it is practically impossible to 
separate the iris fromthe ciliary body and an in- 
flammation of one must, perforce, mean to some ex- 
tent inflammation of the other. The same thing 
oceurs in lobar pneumonia, where you must have 
some pleuritis and again in pleuritis it is reasonable 
to suppose that there is and undoubtedly there must 
be some inflammation of the underlying lung tissue. 
While the vast majority of cases of iritis are attri- 
buted to syphilis, gonorrhea, rheumatism and other 
constitutional and infective diseases and some to sep- 
tie origin, for instance, dental abscesses and pyor- 
rhea, there is no doubt that very many cases have 
no discernible cause. 

In relation to the dental origin of some cases of 
iritis, the advocates of this special theory lay stress 
on the fact that they frequently occur. While they 
undoubtedly occur, I do not think they occur as often 
as these advocates would lead us to believe. In some 
eases of iritis, particularly those of post-operative 
origin, septic, if you like to call them so, which, under 
ordinary lines of treatment, bid fair to run to total 
loss of the eye affected, I have been agreeably sur- 
prised by the effect of a prompt sub-conjunctival in- 
jection of 0.3 ¢c.em. to 0.6 ¢.em. of hydrargyri cyanidi 
solution, strength 1 to 5,000, repeated if necessary 
after one or two days, in cutting short the duration 
of the disease and in rescuing from total wreck an 
eye destined, perhaps, to give useful vision after- 
wards. 

Tn connexion with intraocular neoplasms, we can 
claim a distinct advance in earlier diagnosis by means 
of transillumination, when, if the tumour is not too 
far behind the ocular equator, the transilluminator, 
giving an altered glow through the pupil, settles the 
question definitely. In short, it is no longer necessary 


to wait for pain, rise of tension and steamy cornea 
to enable the surgeon to say that there is a new 
growth in the eye. 

With regard to foreign bodies in the eye, they can 
now be more definitely proved by means of X-ray 
diagnosis. Should the foreign body be magnetizable, 
it can almost certainly be removed by means of a 
powerful magnet. In order to keep abreast of the 
times, I imported about one and a half years ago with 
some difficulty that type of magnet known as Mel- 
linger’s ring magnet, reputed and, as far as I can 
gather, justly reputed the most efficient magnet in 
existence to-day. With its aid I have removed very 
small magnetizable foreign bodies lodged in the vitre- 
ous humour, through the anterior chamber when their 
size permitted and by the retro-scleral route when 
their size indicated that that was the best channel of 
evacuation. Since there is only half a millimetre of 
clearance between the edge of the lens and the ciliary 
processes in the normal human eye, it is surely only 
common sense to acknowledge that there are strict 
limitations to the use of the anterior route; wisdom 
and prudence indicate any magnetizable foreign body 
of over one millimetre in diameter or longest axis 
should, without doubt, be removed by the posterior 
route. Especially so, as by means of such a magnet 
as Mellinger’s nothing is introduced into the vitreous 
save the small, sharp, incising Graefe knife. 

Retinal changes of a marked type are often pre- 
sent in arterio-sclerosis and a trained observer can 
detect arterio-sclerosis by means of the ophthalmo- 
scope alone from the appearance of the arteries. He 
recognizes their silver wire reflex, their tortuosity, 


the varying calibre of the vessels in different parts of 
their course and the indentations made by them 


where they cross over veins. High blood pressnie is 
often associated with macular changes and failing 
sight with these changes often directs the oculist’s 
attention to the blood pressure, which, perhaps for 
the first time, is then found pointing to danger. High 
blood pressure is a distinct menace to the success of 
an intra-ocular operation. Should an elderly person 
whose blood pressure exceeds, say, 170 mm., undergo 
an intra-ocular operation, no precautionary measures 
having been adopted beforehand, I am inclined to 
think that should no eatastrophe oceur, the fortunate 
result is due more to good luck than otherwise. Mad- 
dox has drawn attention to the advisability of blood 
letting in such eases, but quite a year before his com- 
munication appeared in the British Journal of 
Ophthalmology, 1 had already, acting on the sug- 
gestion of my friend, Dr. Lachlan McKillop, of this 
city, bled a plethorie old lady of 700 ¢.em. from the 
arm a day or two prior to operating for senile eatar- 
act, bringing the blood pressure down from 240 mm. 
to 146 mm., whereas other treatment on the usual 
lines for over a month had completely failed to re- 
duce the pressure. Since then T have frequently 
bled patients when I considered it advisable before 
intra-oeular operations. 

Tn dealing with senile cataract operating on the 
unripe cataract when justification exists is a decided 
advance in our methods. In 1918 T stated before 
this Branch that I had had quite as good results 
from immature cataract operations as from mature 
and immaturity of a cataract provided always justi- 
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fication for interference existed, did not deter me 
in the least from operating. I hold more firmly to 
this view. While I cannot say that any great ad- 
vance has taken place in the methods of dealing with 
cataracts, yet in certain details advances are being 
made principally in the adoption of safety procedures. 
A novel method of extracting cataracts has lately 
been brought into notice by a Spanish oculist, which 
he calls phakocrisis. It depends manly upon a tiny 
vacuum cup being applied to the anterior surface of 
the lens; after the suspensory ligament has been rup- 
tured, the lens is removed by vaeuum suction. 
Theoretically, it sounds attractive, but I fear that 
like many other methods which- promise much, it 
will perhaps fall short in realization. 

With regard to glaucoma which occupies so much 
space in all ophthalmic journals and discussions, the 
general practitioner of to-day should have a work- 
ing knowledge of the changes brought about by the 
lapse of time in the diagnosis and treatment of this 
appalling malady. At one time, the word glaucoma 
produced in our mind a picture of a red eye, with 
widely dilated pupil, steamy cornea, shallow anterior 
chamber, raised tension and grave loss of sight, a 
cupped dise, if it could be seen, a complaint on the 
part of the patient, generally an elderly body afflicted 
with hypermetropia, that rainbows had been seen round 
lights prior to the attack, complaint of great pain, 
even to the point of vomiting. This picture is still 
true of the type known as acute inflammatory glau- 
coma. However, there is a far more common type 
known as simple non-inflammatory glaucoma which 
may oecur in comparatively young adults, even those 
possessing a fair amount of myopia. These cases may 
exist from first to last without any pain, although 
the tension must be raised, yet to the finger of a 
competent observer the rise is practically inappreci- 
able. Here there is no red eye, no widely dilated 
pupil, often no admission of rainbows around lights, 
merely a statement that the vision is sometimes foggy 
and that it is failing. When we go into the juestion 
of elucidation, we find that the tonometer shows 
raised tension, the dise is probably cupped and there 
are characteristic and more or less constant defects 
of the field of vision, known as Bjerrum’s sign and 
Rénne’s step and always an abbreviation of the nasal 
field. As glaucoma must receive early treatment, the 
earlier the better in order that the person suffering 
from it may retain useful vision, it behoves every- 
one, seeing how common the complaint is, to make 
themselves familiar with the diagnosis. The prac- 
tice of treating glaucoma by means of eserine drops 
is neither safe nor sound. Such treatment resembles 
reliance on the catheter in prostatic enlargement. 
Undoubtedly, operative treatment offers the best 
chanee to the glaucoma patient and should not be 
withheld from him or her until the dise is very deeply 
cupped and the field of vision practically at fixation 
point on the nasal side. Until a few years ago the 
operation of choice in glaucoma was iridectomy, but 
latterly more modern operations, notably that known 
as Elliot’s sclero-corneal trephine have largely taken 
its place. Unhappily, we cannot yet state what is the 
actual cause of glaucoma; we can merely say that the 
intra-ocular pressure is equivalent to a column of 
mereury 25 mm, in height. Should anything occur 


to disturb its regulation, then, to quote Priestley 
Smith: ‘‘The pressure in the ocular chambers rises 
above the physiologic limits and we have the complex 
disturbance of function and strueture called glau- 
coma.’ Without question there is a great deal yet 
to be done in connexion with glaucoma, not only in 
still earlier diagnosis, but in finding the true cause 
and efficient treatment thereof. Let us hope that 
the day is not far distant when countless thousands 
will be benefited by such a discovery. 

The affection known as retro-bulbar neuritis has re- 
ceived much more attention of late years than 
formerly. Medical men are becoming more alive to 
the fact that the optie nerve in its course from the 
optic foramen to the globe is frequently affected by 
inflammation, acute or chronic, existing in the neigh- 
bouring sinuses, to wit, the ethmoidal and sphenoidal. 
In such eases as these, the oculist receives help and 
co-operation from the rhinologist to an invaluable 
extent. 

Lastly, I wish to say something on the subject of 
enucleation of the globe. It is amazing how few 
members of the profession, of whom nearly all at 
some time or another have to enucleate an eye, con- 
sider that the cosmetic result can be greatly enhanced 
by planning to have a movable stump in the socket. 
A hollow glass or gold globe of suitable size either 
in the sclerotic, known as Mule’s operation, or in the 
eapsule of Tenon, known as Frost-Lang’s implanta- 
tion, will prevent any sinking of the upper eye-lid 
and will give a movable prothesis, thus rendering 
the deprivation of an eye far less conspicuous and 
far less unpalateable to the patient. For my own 
part, I consider an oculist who enucleates an eyeball 
in a dashing manner, striving to show how quickly 
it ean be done by him and how adroitly he can do 
it without making any such provision, is little short 
of criminal. A little more time, a little more trouble 
would make an inealeulable difference to his patient, 
who, all things considered, expects to receive the 
most modern treatment and should get it. Of course, 
I am not referring to enucleation in eases of pan- 
ophthalmitis or ocular tumour. 

In conelusion, I have endeavoured to indicate 
briefly some points which may arouse in your mind 
a desire to investigate them further and possibly to 
afford food for discussion. Owing to stress of work 
and climatic exigencies, I have been unable to pre- 
pare any statistical array of advances in the treat- 
ment of eye affections, but have endeavoured to keep 
well within the boundaries which the title of the 
paper demands. 


RECENT ADVANCES IN THE EAR, NOSE AND THROAT 
SPECIALTY FROM THE POINT OF VIEW OF 
THE GENERAL PRACTITIONER.'* 


By R. Graham Brown, M.R.C.S., L.R.C.P., 
Senior Hon. Surgeon, Ear, Nose and Throat Department, 
Brisbane General Hospital. 


To discuss in a detailed manner the advances made 
in the ear, nose and throat specially during the last few 
years would, perhaps, be not only out of place at this 


1 Read at a Meeting of the Queensland Branch of the British Medical 
Association on March 4, 1921, 
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meeting, but would be for us all a far too lengthy and 
wearisome a proceeding. I propose, therefore, to treat 
the subject from the general practitioner’s stand- 
point. There have been marked advances made in 
some subjects of this specialty; many of the older 
ideas have been totally given up and a great number 
of new theories propounded. Operative measures 
have changed a great deal in the direction not only 
of improved technique but also in conservative aims; 
in fact the present day ear, nose and throat specialist 
must be an up-to-date surgeon. There has been a 
greater desire, wherever possible, to preserve func- 
tions. 

You will realize the difficulty with which I am 
confronted when endeavouring to put this question 
before you in a presentable manner. I ask for some 
lenieney from you should I overlook or over-empha- 
size any point or points. 

It would be convenient, perhaps, to treat this mat- 
ter from the aspect of the ailments found firstly in 
infaney and childhood and secondly those found in 
adult life. 

As regards the child we note that the doctor and 
the parents are becoming more and more educated 
to the fact that the sooner little ailments are attended 
to the better for the child. Hunter Tod in a recent 
article on the question of removal or otherwise of 
adenoids in infants, points out that these vegetations 
are sometimes found so far advanced at birth as to 
need operative treatment then. In other words, 
adenoids may be a congenital condition. The ques- 
tion of how soon and when to operate in these in- 
stances is still being discussed, but most of us will 


agree, I am sure, that the surgeon should perform his 
duty whenever there is any indication that the ab- 
normal condition is doing harm to the little patient. 
We all realize that adenoids, if left alone, invariably 
bring in their train a series of troubles which it may 
be sometimes impossible in the later life of the patient 
to rectify; frequently for this reason we must be 


content with results far short of the ideal. In the 
direction of the operative procedure the use of the 
La Force adenotome is, I think, a great advance upon 
the previous methods of removal with curettes, ete. 
Some of us believe that repeated removal of adenoids 
in the same patient can be avoided in practically 
every case, if the operation is performed by a sur- 
geon fully trained in this specialty. It is surprising 
to see so many patients needing operative treatment 
in this direction who have had previous operations. 
It is disheartening both to the parents, the general 
practitioner and the specialist that this is so. The 
general practitioner still considers this operation a 
very simple procedure and one which is well within 
his field. We may disagree upon this point but there 
ean be no reason to question the fact that he 
should make himself competent, especially as there 
are means at hand in the children’s hospitals of the 
capital cities to help him to this end. It is now gener- 
ally recognized that adenoids may be the starting 
point of some of the worst chronic suppurative con- 
ditions of the accessory sinuses of the nose, of chronic 
running ears (and the various complications associ- 
ated therewith) and of such pulmonary conditions as 
chronic bronchitis and _ bronchiectasis, conditions 


which may make the patient’s life a burden to him- 
self and cause no end of trouble and regret to the 
profession. To-night I wish to show you a few young 
people who have advanced bronchiectasis; I am sure 
that this trouble began with adenoids. They all are 
sufferers from chronic affections of the accessory 
nasal sinuses and their troubles began in the early 
years of infancy. They belong to the type of patient 
who goes the rounds of doctors; the condition is 
correctly diagnosed as far as their lung changes are 
coneerned, but we must admit that the benefit which 
they usually derive from treatment in the hands 
of the general practitioner, is very little. In these 
eases the importance of excluding the nasal accessory 
sinuses as a possible source of the origin and of the 
continuation of the infection needs emphasis. If we 
learn nothing else this evening, we will do well to 
grasp this fact. Lately I have seen so many people, 
both young and adult, in this unhappy state that I 
am led to believe that the eases in this group, which go 
along unrecognized, must be very numerous. One little 
girl, as you see, is only 8 years of age and she has 
advanced bronchiectasis. X-ray examination revealed 
a dull right maxillary antrum and ‘‘washing out”’ 
produced pus. The mother informed me that the 


child had ‘‘been bad’’ since the age of one year. | 


have one patient under me now, aged 34, who asserts 
that as long as he can remember, except for an odd 
day now and again, he has not felt well. I wish to 
draw your attention to the facial appearance of these 
young people. It is typical of the condition and one 
ean frequently make a ‘‘spot’’ diagnosis. It is with 
the object of making this appearance familiar to you 
that I take the liberty of emphasizing the point so 
much in order that the more advanced eases, at 
least, will not pass undiagnosed. The lesson we have 
recently learned about these cases is that they can 
be diagnosed early and that a considerable amount 
can be done for them if proper treatment be instituted 
before the condition becomes too chronic. 

Let me return to the question of adenoids. The 
chronic running ear in children is principally the 
result of infection from.the naso-pharynx, vid the 
Eustachian tube. We must admit that adenoids are 
responsible for this in the majority of cases. We 
have learned that clearing of the post-nasal space of 
adenoids and of the infective condition is the first 
step in the treatment of the running ear. If you 
will allow it, I would like to emphasize this point 
by a personal reference. When I first went on to 
the honorary staff of the hospital for Sick Children, 
Brisbane, we were doing as many as eight mastoidec- 
tomy operations a month (all absolutely necessary), 
and perhaps 80% of adenoidectomy and tonsilectomy 
in the same period. During the last six months that I 
was at the hospital I did not do one mastoidectomy 
(for acute or chronic running ear), but I was doing 
as many as 200 adenoidectomies and _ tonsilectomies 
in a month. In all cases we followed this 
rule of ‘clearing out the _ post-nasal space as 
soon as_ practicable. The results, you will 
agree, are sufficient to prove the point. We 
do not now wait for a drum to burst when a patient 
is brought with an earache and we discover a red 
bulging drumhead. We do an early paracentesis. By 
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so doing, we relieve pain, prevent the spread of the 
infection and the chronic running ear and conserve 
hearing. Later on should the ear continue to dis- 
charge and the usual methods fail to stop the running, 
a Heath’s conservative mastoidectomy is performed. 
This operation aims at removing the cause of the con- 
tinued discharge. Heath has proved that the dis- 
charge is kept up by a diseased antral mucous mem- 
brane and that this mucous membrane is invariably 
diseased in all cases of running ear over six weeks’ 
duration. 
the middle ear contents are rigorously preserved and 
treatment continued vid the attie and Eustachian 
tube until it is cleared, when healing over of the 
attic opening is allowed to proceed. The sound con- 
ducting apparatus is preserved, a minimum amount 
of bone is removed, there is practically no scar and 
no deformity and hearing is more or less saved. This 
operation is a distinct advance upon the older opera- 
tion of cortical mastoidectomy of Schwartze. The 
performance of the radical or complete mastoidec- 
tomy (Stache) upon a child must be a_ last 
procedure in these cases and the _ prevention 
of loss of hearing must be within reason our 
first aim. At the same time the all too frequent 
awful complications must be avoided by performing 
an early conservative operation. It may be interest- 
ing to quote in passing the remarkable statement on 
middle ear suppurafion which appears in the report 
of the London County Council (July, 1918) and 
which is quoted by Love in his volume (Diseases of 
the Ear in School Children) : 

: The results of school medical inspection show that 
more than 12,000 children with discharging ears are in 
attendance at school; there is, in addition, a number 
which cannot be estimated and who are not attending. 
There are some 7,500 attending elementary schools who 
have some appreciable deafness, and there are, in addi- 
tion 800 children attending deaf schools or hard-of-hear- 
ing classes. About 800 children of school age die in Lon- 
don annually from diseases closely associated with ear 
disease. 

The question of an inherited tendency to deafness 
has been emphasized by Gray in his work on ‘‘Oto- 
sclerosis’? and by others. Those who are interested, 
will find an excellent little chapter in the above men- 
tioned book by Love entitled ‘‘The Passing of Deaf- 
ness.’’ A distinction is made between congenital 
deafness and inherited deafness. It is also now recog- 
nized that many cases of deafness existing at birth, 
or occurring soon after birth, are due to inherited 
syphilis. Jones believes that, if the same vigorous 
methods are adopted in stamping out syphilis as have 
been and are being carried out towards other diseases 
such as diphtheria, typhoid, tuberculosis, ete., there 
will be few cases of deaf-mutism. He ends up his 
book by saying that he has tried ‘‘to show that ‘The 
Passing of Deafness’ is not a Utopian but an emin- 
ently practical thing.’’ It is well that somebody can 
see these visions and it is towards this goal that 
the present day otologist must aim. The question of 
the marriage of couples who are deaf, is being well 
discussed at the present time, and it would not be 
surprising in the near future to hear of laws being 
passed in some advanced democratic country pro- 
hibiting such unions, 


The term ‘‘conservative’’ is applied because 


these in such a pessimistic light as hitherto. 


In regard to the tonsils, it is now recognized that 
when in a diseased state, they may be the mode of 
entry of organisms into the system or may act as a 
site for auto-intoxication. How many eases have we 
all seen of so-called rheumatic affections in children, 
where there have been diseased tonsils present and 
where upon removal of the tonsils the conditions have 
rapidly cleared up. The operation of enucleation of 
the tonsils in the place of the old method of tonsil- 
lotomy is now widely practised. There are some of 
us who strongly hold that if the tonsil is diseased 
enough to require surgical interference, it should be 
enucleated. This fact was well borne out by an in- 
vestigation made at the Hospital for Sick Children 
by Dr. Ellen Kent Hughes and myself some 18 
months ago, a report of which has appeared in our 
journal, on the question of ‘‘Tonsillectomy in Diph- 
theria Carriers.’’ We were successful, in the cases 
of carriers, in obtaining pure diphtheria cultures 
from the deepest portions of the enucleated tonsils. 


‘Our econelusions on this question were, firstly, that in 


over 600 cases of faucial diphtheria not one case oc- 
eurred in a child who had previously had tonsillec- 
tomy (complete removal) performed; secondly, that 
it was justifiable to enucleate tonsils and perform 
adenoidectomy in all cases of carriers who had re- 
sisted usual treatment for two to three months; and 
thirdly, that the swab culture media invariably 
proved negative in a very short period following ton- 
sillectomy and adenoidectomy. 

As regards laryngeal stenosis following trache- 
otomy in diphtheria cases, we do not now look upon 
Those 
of us who have had experience of children’s hospital 
work, will admit that prolonged retention of a suit- 
able tracheotomy tube, with rest to the larynx and 
perhaps dilatation by intubation at a later date, will 
generally give good results. Strictures of the cesopha- 
gus can now be directly treated with the aid of the 
ssophagoscope and the results are becoming more 
promising. Laryngeal papillomata, likewise, can be 
successfully dealt with by the peroral route. 

Before passing on to the second group, 7.e., adults, 
there is one matter which Dr. Robert Godsall brought 
up (during a discussion of foreign bodies in the 
bronchi) at the recent Australian Medical Congress 
held in Brisbane. He strongly emphasized the neces- 
sitv of recognizing that recurring coughing attacks 
associated with marked cyanosis and distress may be 
the result of a retained foreign body in the air pas- 
sages and he was of the opinion that these cases 
were more frequent than one would expect. 

In regard to the adult, much advancement has been 
made in endosecopie work. Such methods of examina- 
tion as direct laryngoscopy, bronchoscopy, cesopha- 
goseopy and suspension laryngoscopy have rendered 
the task of the surgeon more easy and much more 
certain. Foreign bodies in the air passages and 
cesophagus are now dealt with by peroral methods. 
This advance alone is well worth a prominent place 
in the science of surgery. Such names as Killian, 
Chevalier Jackson, Mosher, ete., are associated with 
the recent work in this direction. Nasal surgery 
has advanced in the recognition of the middle tur- 
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binate vicious circle theory, which was propounded 
by Ballenger. That body, the interior turbinate, and 
its mucous membrane (which, by the way, contains 
those precious glands which, when the need arises, 
supply as much as 600 ¢.em. of fluid to the inspired 
air in 24 hours) are no longer treated in such a 
haphazard and forcible manner and crusting noses 
are therefore becoming less and less frequent in 
consequence of a more sensible treatment of this 
structure. The ‘‘spokeshave’’ is an instrument of 
the past. When we recall the anatomy of the middle 
turbinate region, we can readily see that pressure 
outwards of this body interferes with the proper 
drainage of the frontal sinus, some of the ethmoidal 
cells and of the maxillary antrum. Such conditions 
as sinus. vacuum headaches are now more frequently 
recognized. The frontal sinus is perhaps the greatest 
offender in this respect. The name of Sluder is as- 
sociated with work in this direction and particu- 
larly in the direction of the naso-palatine ganglion 
irritation. Frequently pains radiating from the back 
of the ear down the neck into the shoulder can be 
traced to irritation pf one or. other of the nasal 
branches of the naso-palatine ganglion. Chronic sup- 
puration of the sinuses has lately received a large 
amount of attention and it is recognized that the 
most evil smelling discharge may not be the worst in 
its result on the patient. There may even be chronic 
sinusitus with perhaps only a trace of pus, which 
may on culturing be found to contain most virulent 
organisms. It is thegefore essential to exclude such 
a condition being present. Chronic suppurating 
sinuses may be a site of focal infection of systemic 
complaints. The ophthalmic surgeon and the rhin- 
ologist are working hand in hand in questions such 
as retrobulbar affections of the optic nerve; the re- 
sults are proving encouraging. ‘‘Asthma’’ cannot 
be said to have been thoroughly investigated until 
the nose, as a possible source of the reflex, has been 
excluded. A simple pressure, in or out, of the middle 
turbinate bone occurring in a cramped nose may be 
the starting point of asthma; it may also be the start- 
ing point of chronic sinusitis. The naso-pharynx is 
now-a-days brought under more direct examination 
by the aid of the naso-pharyngoscope. This instru- 
ment forms a great help in the instrumentation of, 
and the passage of bougies into, the Eustachian tubes. 
The instrument is a help also in determining the 
origin of pus in the posterior half of the nasal 
chambers. 

Regarding the ears, a great advance has taken 


place in the direction of tests for labyrin- 
thine responses and facts in the differential 
diagnoses between labyrinthine and_ cerebellar 


affections are slowly but surely being evolved. 
In connexion with this work such names as 
Barany, Ruttin, Friesner, ete., are met with. Con- 
servative operations are our aim in the treatment of 
chronic running ears; as in the case of the child, we 
seldom need to do a radical operation if the case is 
seen in a reasonable time. The Heath conservative 
mastoid operation is still within reason the opera- 
tion of choice in the first instance. 

The horror of enucleating tonsils in adults, held 
by surgeons of the previous decade, is now fast dis- 
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appearing on account of the aid given us by blood 
coagulating tests, improvement of the blood by suit-: 
able drugs and by the use of local anesthetic. In 
the majority of cases tonsils can be readily and almost 
bloodlessly removed by modifications of the Sluder 
method of enucleation. Calcium lactate in solution 
(made by the action of calcium chloride and lactic 
acid in solution’) is very rapid in its power of in- 
creasing the blood coagulating time. Six decigrammes 
in solution given three times a day for four. days 
recently brought up the blood of a young woman 


' (who, by the way, almost died on three occasions 


from bleeding after removal of teeth) from 8 
minutes coagulating time to 34 minutes. Calcium 
lactate tablets are now looked upon as generally use- 
less as they do not dissolve but pass through the ali- 
mentary tract. Hemoplastin of Parke, Davis & Com- 
pany (hemostatic serum) is of great help in this 
direction. It should be injected subcutaneously 
some three hours before operation. It is interesting 
to note that I have found that the maximum result 
is obtained about five hours after injection and that 
for an hour or so after the injection there is a slight 
negative phase ; after the five hours there is a gradual 
falling off in the coagulating time. I am grateful to 
Dr. Duhig for his help in carrying out a number of 
these tests for me. Coagulose (Parke, Davis & Com- 
pany) is a useful local hemostatic. The Royal Prince 
Alfred Hospital pattern of tofsil compression for- 
ceps (Allen & Hanbury) is well worth a place in the 
list of the general practitioner’s instruments. Local 
anesthetics are now used to a great extent in nasal 
and laryngeal surgery. A radical maxillary antrum 
operation can readily be done under local anes- 
thesia and it is the method of choice in most cases. 


In turning to laryngeal surgery, it is now recog- 
nized that carcinoma of the larynx, if confined to the 
larynx, can be satisfactorily removed by total laryn- 
gectomy. The disappointing statistics hitherto obtained 
were primarily the result of operating in cases too 
far advanced. These cases are being recognized 
earlier and treatment is begun earlier.. 


—— 


A NOTE ON HUON PINE OIL. 


By W. A. Harrison, M.B., C.M. (Edin.), B.Sc. (Pub. Health), 
Burnie, Tasmania. 


This oil distilled from the branches and wood of 
Dacrydium franklinii is not available at present in 
commercial quantities and the tree is practically ex- 
tinct except around the shores of Macquarie 
Harbour on the west coast of Tasmania. My very 
limited supply was obtained from Mr. Hartwell 
Conder, Strahan, Tasmania. 

During the timber boom logs have been dug out 
and exported which were cut by the convicts and 
had eelery top pines a metre in diameter growing 
on top of them. It was this indestructibility of the 
timber which suggested its use for surgical dressings. 

My first experiment was in applying muslin bags 
partly filled with sifted sawdust to callous ulcers on 


1 In the latest edition of ‘“‘The Extra Pharmacopewia’’ by Martindale 


and Westcott an excelent method is fully described, 
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the legs of bush workers who were unable to come 
in and so required an absorbent, antiseptic and pro- 
tective dressing which could be left on permanently 
until the ulcers healed. I afterwards used in such 
cases a deep dressing of oil-saturated muslin fixed 
by adhesive plaster and left on so that the healing 
surface was not disturbed at each dressing. The re- 
sults were so satisfactory that I next used the oil 
undiluted for pyorrheea, for injections to abort mam- 
mary and other abscesses and for intractable leprous 
sinuses and ulcers at the Peel Island Lazaret, Queens- 
land. These it healed in a remarkable way and 


Nurse Mitchell, who came there from Robins Island 


Lazaret, Capetown, says she has seen nothing ap- 
proaching it in efficacy. 

I have successfully treated four cases of puerperal 
fever by gravitating into the uterus a hypodermic 
syringeful of oil through a male gum elastic catheter. 
This is quite safe, as this quantity of oil is non-poi- 
sonous, though it is very fatal to insects and parasites 
on plants and animals. 

Dr. Chauncy. who was in charge of the Venereal 
Diseases Clinic, Brisbane, also used it successfully in 
treating syphilitic cavities. 

The oil is a pale amber, resembling sandal-wood 
oil. It consists chiefly of methyl eugenol. It makes 
a useful ointment for parasitic skin diseases and a 
good skin soap. An aqua can also be prepared by 
the British Pharmacopeia method. 


Reports of Gases. 


A BROTH OF A BOY. 


By C. H. E. Lawes, M.B., Ch.M. (Syd.), 
Petersham, Sydney. 


The dimensions of a baby at whose birth I was present 
recently, seem worth recording. It was the biggest new- 
born baby I have ever seen in my own practice. When 
lying in bed it looked like a child two or three months old. 
The mother was the English bride of one of our Diggers. 
The parents are by no means big people, but are rather 
under the average size. The delivery was instrumental, 
but presented no difficulties, and there was no laceration of 
the perineum or vagina. Fortunately, the mother had a 
very roomy pelvis. 

I append the measurements of the baby in one column 
and those of the average new-born child_in- another: 


Average Male B 
3.4 kilos (7.5 ib). (Holt). 
52.3 cm. (20.6 inches) 
34 cm. (13.4 inches) 


Digger M. 
Weight: 6.8 kilos. (15 Ib.) oe 
Height: 54.6 cm. (21.5 inches) .. 
Chest: 40.6 cm. (16 inches) .. 
‘Head: 
Occipito-frontal circum- 
ference, 39.4 cm. (15.5 in.) 
Occipito-mental diameter, 


35.3 cm. (13.9 inches) 


15.5 em. (6.09 inches) -- 13.3 cm. (5.25 inches), 
(Tornier and  Chant- 
reuil). 


I should mention that the mother thinks she was from 
10 to 14 days over her time. Even if this were so, however, 
the measurements are very big. 


Reviews. 


INSTINCT AND THE UNCONSCIOUS. 


Dr. W. H. R. Rivers is well-known as a teacher of 
psychology at Cambridge University and at one time, as 
some of our readers may remember, visited the southern 


hemisphere in ‘order to carry out psychological studies 
among the Melanesians; during the great war he was 

enabled to study the psycho-neuroses and practice psycho- 

therapy at the Maghull Military Hospital. Therefore, his 

experience as a teacher and investigator and we may now 

say as a practitioner puts the mark of quality on what- 

ever he thinks fit to publish. 

The present book’ is made up partly of lectures delivered 
at Cambridge and partly of republished papers written as 
the result of clinical experience gained during the war. Its 
purpose is to bring functional disorders of the nervous sys- 
tem and mind into relation with the concepts concerning 
their working which are held by the biologist and physiolo- 
gist. Instincts of various kinds, especially those of danger, 
self-preservation, continuance of race and cohesion of the 
group are dissected in the same way as psychologists have 
dissected intelligence and attempt is made to trace instincts 
back to lower animals. Although in doing this his reason- 
ing is not always as convincing as it is clear, the subject 
matter and the pen illustrations are nowhere devoid of 
interest. 

Dr. Rivers, as we know, has collaborated in previous re- 
searches with British neurologists and physiologists. Armed 
with this all-round knowledge, he points out that, just as 
many physiological reflexes and phenomena react on what 
is known as the “all or none” principle, for instance, if iso- 
lated nerve fibre be set in action, it responds with its full 
strength and produces all the effect of which it is capable, 
whatever the stimulus may be, similarly the “extensor 
thrust” reflex of Sherrington occurs fully or not at all, so 
likewise in the case of certain instincts the reaction is sud- 
den and full. For example, it is characteristic of emotion 
that it flares up at once and leads immediately to the corre- 
sponding behaviour. An animal or child exposed to danger 
may give itself to the reaction fully. If it runs away, it 
may run with every particle of the energy which it is capable 
of putting forth. There may be no discrimination of the 
degree of danger. In the case of an animal, the movement 
of a shadow may evoke as strong a reaction as the full sight 
of its deadliest enemy. But this must be qualified by point- 
ing out that the animal or child does not always behave in 
such thorough-going manner. After a time their instinc- 
tive behaviour may be modified by experience. It so becomes 
possible to distinguish two kinds of instinctive behaviour; 
one which is innate and another which is graduated and 
discriminative. To these forms the terms protopathie and 
epicritic, originated by Dr. Henry Head in his clinical studies 
on cutaneous sensibility, are applied. 

To illustrate Dr. Rivers’s method we may take the instinct 
of immobility, one which seems to go very far back in the 
animal kingdom; it is well seen in the case of the bird and 
of the newly-born calf, the latter of which, in the absence 
of its mother, may lie in the long grass motionless for hours 
and the instinct has for its end concealment from threat- 
ening danger. Immobility is essentially a manifestation of 
suppression; indeed, it is possible that the instinctive re-. 
action to danger by means of immobility may have furnished 
one of the earliest motives for suppression of the senses of 
fear and pain. If immobility is to be useful, it is essential 
that it shall ~}e complete—the “all or none” principie—-be- 
cause it is well recognized that the vision of animals is 
particularly sensitive to movement. Out of the fact that 
perfect immobility demands the suppression of fear and 
pain, as in the case of the wounded, the idea has come to 
‘Dr. Rivers that the suppression of mobility and sensibility 
seen in the state of hypnosis may be regarded as a mani- 
festation, highly modified it is true, of the instinct of im- 
mobility. He goes further in suggesting that such a con- 
clusion holds more naturally of the suppression witnessed 
in hysteria. He would have us believe that the naralysis 
and anesthesia of hysteria, especially that arising in modern 
warfare, are modifications of one of the most definite of the 
various instinctive processes by which animals react to 
danger. 

One weak chapter in the book is that on dissociation— 
dissociation in the psychological sense, the process which 
experience undergoes when it is suppressed. The fugue is 
taken as the most characteristic example of dissociation; 


1 Instinct and the Unconscious: A Contribution to a Biological Theory 
of the Psycho-Neuroses, by W. ivers, M.D., D.Se., LL.D., F.R.S.; 
1920. Cambridge: Syndics of the Cambridge University Press ; Demy 8vo., 
pp. 252. Price, 16s. net. 
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in this a person shows behaviour, often of the most com- 
plicated kind and lasting, it may be, for considerable periods, 
of which he is wholly unaware in the normal state. But in 
our experience the fugue or state of automatism is not only 
exceedingly uncommon, but usually the product of a dis- 
eased brain and of small importance in regard to daily con- 
duct. It is.also a severe strain for the imagination to think 
of the frog as requiring dissociation in order to meet its 
aquatic and terrestrial experiences; and it is hard to belicve 
that man, in the course of his evolution, has passed through 
such an amphibian phase, one in which it was necessary 
that he should be adapted to two very different kinds of 
existence and, further, that traces of this phase persist. 

We think we have given enough to show that the book is 
full of close and coherent reasoning and, although at times 
this reasoning is barely acceptable, it is essentially stimu- 
lating. Moreover, the book is written in a style having 
clearness of expression and carefulness of diction as out- 
standing attributes, so making it intelligible to the general 
as well as the special reader. 

In an appendix there will be found an account of a highly 
interesting case of claustrophobia and other papers. A good 
index rounds off the book and the printing is faultless. 


KRAEPELIN ON MANIC-DEPRESSIVE INSANITY 
AND PARANOIA. 


Dr. Mary Barclay’s English rendering of Professor Kraepe- 
lin’s ““Manic-Depressive Insanity and Paranoia” completes 
her translation of his description of the psychoses as given 
in the eighth edition of his ‘“‘Text-Book of Psychiatry.’ It 
appears to have been very well done on the whole, though 
in a few instances a difficulty or defect in translation. lead- 
ing to obscurity of meaning, is noticeable. For example, 
on page 151 we find: “The morbid nature of the apparent 
improvement is often now already indicated”; and again on 
page 194: “I do not think that the morbid conception of 
delusional insanity is a unity.” The use of the word morbid 
in a few other instances also is ambiguous, if not quite in- 
admissible. The printing and general get-up of the book 
are very satisfactory. 

Professor Kraepelin, in his term, “manic-depressive in- 
sanity,” includes not only all periodic and circular insanities, 
but also simple mania, the greater number of states of 
melancholia, many cases of amentia, that is, confusional or 
delirious insanity and certain colourings of mood. He does 
this because he considers they have all certain common 
fundamental features, show a want of definite boundaries 
and often an interchangeability in the same case. Finally, 
they have a uniform prognosis. “Attacks of manic-depres- 
sive insanity never lead to profound dementia, not even 
when they continue throughout life almost without inter- 
ruption. Usually all morbid manifestations completely dis- 
appear; but where that is exceptionally not the case, only a 
rather slight peculiar psychic weakness developes common 
to all the types.” 

The descriptions of the various mental states are. very 
complete and illuminating; perhaps an over-¢glaborate detail 
and tendency to repetition may be noticed; but these are 
good faults, if faults at all, in a text-book. The insertion 
in a translation of occasional: descriptions in the original 
German, however, is to be deprecated. 


The author notes that the assumption of decreased pulse- 


rate and blood pressure in melancholia is not borne out by 
investigations made by Weber with newer and more perfect 
instruments, a rise being noted, though greatest in depressive 
excitement. His description of mixed states is very clear 
and comprehensive, though he “thinks the doctrine still 
too incomplete to permit of a thorough characterization at 
present.” His analysis of age and sex incidence as causa- 
tive factors is very elaborate and his division of tempera- 
ments into depressive manic, irritable and cyclothymic lends 
itself to a lucid description of the infinite variety of symp- 
toms noted. 

As to the real cause and nature of manic-depressive in- 
sanity, the author is not very illuminating; in fact, he char- 
acterizes the peculiarities of the disease as “enigmas,” but 
ressive Insanity and Paranoia, by Professor Emil Kraepelin, 
of Munich; translated by R. Mary Barclay, M.A., M.B.; edited by 
George M. Robertson, M.D., F.R.C.P.; Edinburgh: E. & S. 
Livingstone ; Demy 8vo., pp. 280. Price, 21s. net. 
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thinks there is an innate tendency and that the attacks 
may be to an astonishing degree independent of external 
influences. 

With regard to paranoia, the author would confine the 
application of this term within comparatively narrow bounds, 
excluding many cases as paranoid forms of dementia precoxr 
and paraphrenias. He considers that the term paranoia 
should be confined to only those cases which are developed 
from purely internal causes, with the following character- 
istics. Systematation of the delusion, its uniformity and 
stability; the limitation of the morbid process to certain 
circles of ideas; the permanent preservation of the psychic 
personality and the non-appearance of the phenomena of 
dementia. With this limitation he finds that considerably 
less than 1% of patients admitted to mental hospitals are 
suffering from paranoia. He accounts for this infrequency 
by stating that the majority of patients with paranoia either 
do not require institutional treatment or do not require it 
for long. 

The author dismisses the Freudian conception of the origin 
of paranoia “as not supported either by a clearly defined 
conception of the disease or by evidence at all acceptable.” 
He also says that “the cure of a pronounced paranoic by 
direct psychic influence could probably be expected only by 
a psycho-analyst!”’ 


University Intelligence. 


The Queensland daily press has: recently commented on 
the attitude assumed by the State Treasurer in regard to 
the University of Queensland. The Daily Mail publishes the 
recommendations of a select committee appointed on March 
12, 1920, on the question of the organization and expansion 
of the University. The report was submitted on December 
10, 1920, was adopted by the Senate of the University and 
was then forwarded to the Government for consideration. 
Apparently the Government has not-yet been able to elabor- 
ate its policy in this regard.. Among the admirable re- 


‘commendations the following has direct concern with the 


medical profession: 

(ix.) That particulars be brought suitably under the 
notice of the Government with an intimation that the 
establishment of a Faculty of Medicine (including den- 
tistry) is one of the important requirements of the 
University. 

The committee place this demand seventh on the list in 
order of urgency. The requirements are set out in full 
to provide for full degree courses in medicine, surgery 
and dentistry, together with the staff, equipment and 
accommodation needed therefor. 

It has been decided that as soon as the decision of the 
Government has been ascertained, the select committee will 
be required to furnish a further report to deal with the 
immediate policy of expansion. 

A BLIND MASSEUSE. 

The attention of medical practitioners and of those con- 
nected with the management of hospitals or other medical 
institutions is directed to the case of a blind lady who has 
been trained as an expert masseuse and who is thoroughly 
competent to undertake housekeeping and other analagous 
duties. This lady lost her sight as the result of an accident 
at the age of 17. She is a member of the Chartered Society 
of Massage and Medical Exercises of London and has worked 
under the late Sir Lauder Brunton, the late Sir Victor Hors- 
ley, Dr. Eden, Dr. Warren and others. At the outbreak of 
war she was drafted for duty first at St. Mark’s, then at 
St. Gabriel’s and later at Millbank. After the war was 
over she experienced great difficulty in again picking up the 
threads of her private practice and was reluctantly com- 
pelled to leave London on account.of the exorbitant price 
of living, the increased rents and so on. She was advised 
to come to Australia. It is desired to secure for this lady, 
who is well-educated and refined, a resident position in some 
institution where her services as masseuse could be utilized 
to the advantage of the patient or with some private em- 
ployer. The Editor will be pleased to give further particulars 
to anyone who is in a position to ameliorate the tragedy 
surrounding the life of one who is capable of working and 
willing to work. 
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A Matter of Ethics. 


There is only one admissible method of advertise- 
ment open to a medical practitioner—the perform- 
ance of good work. In commerce it is necessary for 
the merchant to bring to the notice of the public 
the value of the goods he has to sell and the ad- 
vantages accruing to the purchaser if he obtains these 
goods from him. The merchant is not dealing with 
human lives and consequently it is not detrimental to 
the public interest for the seller to commend his 
wares in glowing terms. Medical practitioners belong 
to a profession which is peculiar on account of the 
nature of the work to be performed. The relations 
between the medical practitioner and his patient are 
of a kind demanding exceptional caution and un- 
usual exercise of restraint. The practitioner is re- 
quired to apply scientific knowledge to cure disease, 
to alleviate suffering and to prevent death. His wares 
are the product of his brain and he cannot predict 


beforehand how much time and energy will be needed | 


in the treatment of even the simplest complaint. The 
patient trusts the doctor with confidences of a most 
intimate nature; he trusts him with his life and he 
trusts him with what is almost a blank cheque. In 
these circumstances the medical profession has from 
time immemorial required its members to obey cer- 
tain ethical rules, so that this implicit trust may not 
be misplaced and so tliat the honour of the profes- 
sion may be maintained. 

No medical practitioner may do anything caleu- 
lated to attract patients away from his colleague to 
himself. In particular a doctor may not use the ex- 


pedient of advertisement to increase his practice. It: 


is generally recognized that any personal or profes- 
sional notice published in a newspaper is likely to: 
act as an advertisement of a medical practitioner. In 
Great Britain the General Medical Council does not 
approve of advertisements of changes of address, 
settling in practice or returning from a holiday. Long 


years of experience have proved that these advertise- 
ments are unnecessary. Unfortunately the Branches 
of the British Medical Association in Australia have 
long since sanctioned these notices, provided that 
they are stereotyped and worded according to rule. 
This exception is the only one allowed in the Com- 
monwealth. 

From time to time notices appear in the daily 
newspapers concerning the doings of medical prac- 
titioners. At times the subject is the successful pas- 
sing of an examination. At other times an account 
of war service is given. On other occasions the notices 
take the form of an account of the illness of some 
person of greater or lesser importance and the medi- 
eal attendance by a named practitioner. In many 
eases the notices are inserted by the practitioner’s 
relatives or friends who, ignorant of medical ethics, 
think that they are performing a service to him. 
They often supply a photograph to the press, thereby 
aggravating the offence. Although the medical prac- 
titioner may be unaware of the action leading to the 
publication of these paragraphs in the newspapers, 
he eannot entirely escape the consequences. The 
medical profession expects him to employ all reason- 
able means to prevent the appearance of these 
notices. It is held that a failure to warn relatives 
and friends constitutes passive acquiescence and may 
result in unpleasant consequences. It need scarcely 
be mentioned that deliberate acquiescence or actual 
insertion of a notice of the kind indicated by a medi- 
cal practitioner renders him liable to expulsion from 
the British Medical Association. In Great Britain 
the General Medical Council reserves for itself the 
right to remove from the medical register the name 
of a medical practitioner who advertises in a public 
It is possible that some of the Medical 
Boards in Australia have the power to take a similar 


newspaper. 


action on a charge of infamous conduct in a profes- 
sional repect, a term which has a definite legal signi- 
ficance. But even if such extreme measures are not 
taken, the offending practitioner is bound to suffer 
severely from the loss of the good opinion and con- 
fidence of his colleagues. We therefore appeal to 
all medical practitioners to assist in guarding the 
dignity and ideals of the profession by preventing the 
appearance of personal and professional notices in the 
publie press. 
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THE SURGERY OF THE SPLEEN. 


One of the fascinations of modern medicine is the 

mystery which surrounds the physiology and path- 
ology of certain organs. The hidden processes of the 
bone marrow, the complicated functions of the 
liver and the amazing activities of the reticular 
tissue of the spleen gather their intense in- 
terest largely from the fact that they are but im- 
perfectly understood. Sir Berkeley Moynihan has 
written in the January issue of the British Journal 
of Surgery a brilliant disquisition of 54 pages on the 
surgery of the spleen. Some of it is history, re- 
counted in the delightful paraphrases of a scholar, 
some of it is a splendid summary of our knowledge 
of the functions of the spleen in health and in 
disease, and some of it a judicial estimation of the 
value of splenectomy in various anemic states. Much 
of it, on the other hand, is mere philosophical specu- 
lation, but it is the speculation of a master mind. It 
is not often that a surgeon, engaged in the daily 
round of a big surgical practice with all its attendant 
worries and cares, is able to rival the great physicians 
in depth of knowledpe and power of felicitous ex- 
pression. But Sir Berkeley has done this. For his 
paper is not merely a contribution to our knowledge 
of the surgery of the spleen; it is a thoroughly suc- 
cessful advance into the preserves of the physicians 
along the highway of internal medicine. 


The first splenectomy deliberately performed in 
modern times for the cure of pathological enlarge- 
ment of the organ was carried out in 1826 by Rostock 
in Germany. The patient was a woman who had 
cirrhosis of the liver and ascites in association with 
her splenic enlargement. The surgeon, moved by the 
patient’s persistent entreaties, decided much against 
his will to operate. She died six hours later. The 
first Englishman to attempt the operation was Spen- 
cer Wells who removed an ‘‘enlarged spleen’’ from 
a married woman of 34 years in 1866. Wells decided 
after full deliberation to attempt the hazardous ven- 
ture. At that time his reputation in the world of 
surgery was such that his words and actions were 
almost invested with infallibility according to the 
beliefs of the day. The patient ‘died of septicemia 
a week later. It was not long before other surgeons 
of less repute attempted removal of the spleen. The 
great dangers of the operation were septicemia and 
hemorrhage, and of these hemorrhage was the 
greater peril. Up to the year 1898 there were 274 
recorded instances of splenectomy with 170 re- 
coveries. In the present century the improved tech- 
nique, the better control of hemorrhage and the more 
perfect asepsis have insured a heavy reduction in the 
mortality. Sir Berkeley Moynihan quotes the figures 
of the Mayo clinic up to September 20, 1920. Splenec- 
tomy had been performed on 73 patients with splenic 
anemia with nine deaths, on 53 with pernicious 


anemia with three deaths, on 26 with myelocythemia |, 


with one death, on 32 with hemolytic jaundice with 
one death, and on ten with septic splenomegaly with 
two deaths. Of a total of 243 patients on whom the 
operation had been done for various conditions, 26 
died while still under care in hospital. 


Splenectomy for Addison’s anemia was first sug- 
gested in 1913 by three German observers, Eppinger, 
Klemperer and de Castello. It soon became a com- 
mon pra¢tice in Germany’ fae was later adopted less 
widely in America. England held aloof. The Ger- 
mans and Americans believed that hemolysis became 
less rapid and less extensive in pernicious anemia 
after removal of the spleen. Perey and Mayo showed 
that considerable benefit ‘and prolongation of life 
followed the treatment of patients along three 
general lines. The first was to stimulate the pro- 
duction of new blood by. large ‘‘step-ladder’’ trans- 
fusions of whole blood. The second was the removal 
of foci of infection in the teeth, tonsils and other 
parts from which hemolytic bacteria or their toxins 
might be absorbed; and the third was to remove the 
spleen and thereby protect the very young and the 
very old red cells from destruction. This latter state- 
ment becomes intelligible when we remember that 
there is abundant evidence that phagocytosis of the 
red cells is carried on by the large mononuclear cells 
in the reticular sinuses of the spleen. Apart from 
the comparative safety of the operation the advant- 
ages of this threefold treatment are not impressive. 
It is stated that one-quarter of the patients have 
their lives prolonged by two or three years; one- 
half are somewhat improved in general health and 
live a few months longer than the average; while 
the remaining one-quarter do not receive any benefit 
which could reasonably be ascribed to splenectomy. 
It is obvious that conclusions drawn from the statis- 
ties of 53 cases are liable to error. The experience 
is too limited. Moreover, statements as to the pro- 
longation of life “beyond the average’’ are matters 
of opinion rather than fact. Sir Berkeley evidently 
accepts the Mayo figures with a little reserve as he 
states that the surgeon should never, or rarely, urge 
operation in cases of pernicious anemia but should 
state the facts and allow the patient to decide. 


Thomas Bryant was the first surgeon to excise 
the spleen from patients with myeloid leukemia. He 
performed two operations, one in 1866 and the other 
in 1867. Both patients died. Up to January 1, 1918, 


‘splenectomy had been performed 51 times for the 


cure of this disease. The mortality was enormous. 
Only four survived the operation! Surgeons raised 
their hands in deprecation of the slaughter. As 
Sir Berkeley Moynihan puts it, the record was a 
martyrology. Then in 1912 Koranyi introduced ben- 
zol to the treatment of leukemia and later it was 
found that the X-rays, or better, radium, was able 
to reduce the size of the spleen beyond the dreams 
of expectation. The mortality of splenectomy after 
radium treatment has been greatly improved, as 
may be gathered from the quoted figures of W. S. 
Mayo, but the operation has fallen into a disrepute 
from which only very powerful evidence will raise 
it. For the present clinicians have reposed their con- 
fidence in radium therapy. 


Much as opinions may differ on the question of 
splenectomy for Addison’s anemia and leukemia, a 
peon of praise has greeted the operation for splenic 
anemia and hemolytic icterus. The first condition 
was first adequately described by Guido Banti, a 
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Florentine, in 1894. The relation of this disease to 
an associated cirrhosis of the liver and to hemor- 
rhages from the stomach is well known. Its patho- 
genesis is obscure. The established form of treat- 
ment is splenectomy which, when performed before 
the disease has made hopeless ravages, leads appar- 
ently to cure and certainly to great prolongation of 
life. 

Hardly less wonderful are the results of the opera- 
tion for the cure of hemolytic jaundice, that curious 
disease in which the red corpuscles have a lowered re- 
sistanee to solutions of hypotonic saline—a charac- 
teristie fragility which is the chief feature of the 
disease. There are, in addition, jaundice of the 
acholurie type, i.e., jaundice wunassociated with 
changes in the colour of the stools or urine, enlarge- 
ment of the spleen and anemia of which hemolysis is 
the predominant feature. The pathogenesis is en- 
veloped in obscurity. The treatment is splenectomy. 
The results are astonishing. A life-long jaundice 
with all its associated stigmata disappears within a 
few days, or even hours, of splenectomy, never to 
return. The change in a patient who has suffered 
from the disease from birth, is one of the most 
dramatic incidents in the eyele of modern surgery. 
The skin becomes clear and fresh, the muddy com- 
plexion vanishes and the metamorphosis is hailed 
with delight by patient and friends. The operation 
is a reasonably safe one; in 80 cases of two collected 
series there were only three deaths. 

A perusal of Sir Berkeley Moynihan’s essay will 
more than repay the trouble. It makes delightful 
reading and is a classic of its own kind. We com- 
mend it to the attention of our readers. 


A TUBERCULOSIS NOSTRUM. 

It has been brought to our notice that some mem- 
bers of the medical profession in Australia have re- 
ceived a booklet alleged to contain the ‘‘mediecal evi- 
dence’’ given in an action taken by one Charles H. 
Stevens against the British Medical Association in 
1912, together with other pamphlets. A warning is 
necessary. The evidence of the medical practitioners 
called by Stevens does not represent the medical evi- 
dence given at the trial. Sir Richard Douglas Powell, 
Dr. Dyke Ackland, Dr. F. W. Price and Dr. Arthur 
Latham were called for the defence. Stevens does not 
circularize their evidence. It is significant to recall 
that Dr. Dyke Ackland in his evidence stated that 
if the medical witnesses for the plaintiff still con- 
tinued in the opinion that the preparation was a 
cure for consumption, they must be dishonest. Sub- 
sequently he modified his allegation by the admis- 
sion that a man may be honest and mistaken and that 
the witnesses must have been mistaken. The action 
was taken by Stevens as a result of the exposure of 
his reputed remedy in the publication ‘‘Secret 
‘Remedies.’’ The result of the first trial was unsatis- 
factory. The jury failed to agree and were dis- 
charged. The case was reheard in 1914 and the jury 
returned a verdict for the British Medical Associa- 
tion. Stevens applied for a new trial on the ground 
that the verdict was against the weight of evidence. 
The application was refused. Lord Justice Swinford 
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Eady declared that there had been no miscarriage of - 
justice. Lord Justice Phillimore remarked that 
Stevens had scored a point about the analysis as the 
preparation did not contain krameria, but he pointed 
out that the inference which might be drawn from 
the publication, was that the plaintiff was carrying 
on business according to the usual methods of the 
quacks. The onus of proof was on the defendants 
and they had discharged it. Lord Justice Banks said 
that whatever the medicine contained, there was evi- 
dence proper for the consideration of the jury to the 
effect that it was to all intents and purposes value- 
less. Stevens claims that a herb called umekaloabo 
has a specific curative action in tuberculosis. We 
trust that no one in Australia will be misled by the 
unfounded claims of Stevens or of the many other 
individuals who have foisted useless preparations on 
a credulous public backed solely by a cheap under- 
taking to cure consumption. It will be noted that 
in the papers distributed Stevens does not include 
one word concerning the result of the action or the 
remarks of the three judges in the appeal. 


Raval and Military, 


APPOINTMENTS. 


Australian Military Forces. 
The following appointments to substantive commissions on 
the Reserve of Officers appears in the Commonwealth of 
Australia Gazette, No. 48, of May 4, 1921: 


Second Military District. 
To be Majors— 
Honorary Captain A. M. Langan, Australian Army 
Medical Corps Reserve, 31 January, 1920. ; 
Honorary Captain K. S. Parker, M.C., Australian 
Army Medical Corps Reserve, 24th January, 1920. 
To be Captains— 
Phillip Lisle Daniel, Frederick William Leslie Lig- 
gins, Arthur Cecil Moran. 


Third Military District. 
To be Captains— 

Charles Herbert Leedman, M.C., Reginald Howden, 
Hubert Shepphard Bush, Robert Trevor Fether- 
stonhaugh, John Richards Harris, Mitchell Henry 
O'Sullivan. 

Fifth Military District. 
To be Lieutenant-Colonel— 

Honorary Lieutenant-Colonel A. J. H. Saw, O.B.E., 
Australian Army Medical Corps Reserve. 

To be Majors— . 

Honorary Majors G. W. Baker, F. T. A. Lovegrove 
and C. H. Terry, Australian Army Medical Corps 
Reserve; Honorary Captains T. L. Anderson, 
O.B.E., and J. Kenny, Australian Army Medi- 
cal Corps Reserve, Claude Morlet, D.S.O.. 

To be Captains— 

Honorary Captains T. J. Lonergan, D. G. Robert- 
son, F. M. House, C. H. Leedman, M.C., H. 0. 
Chapman, G. F. Landon, B. F. Hussey, H. B. Gill, 
G. T. Donovan, R. G. Braham and J. F. Mit- 
chell, Australian Army Medical Corps Reserve; 
Honorary Captains Alexander Juett, Arthur 
Badock and Leonard Tilsley Baker. 


We have pleasure in announcing that Dr. N. Hamilton 
Fairley, O.B.E., has been awarded the David Syme Research 
Prize for the year 1921 for his researches in Egyptian bil- 
harziosis. Dr. Ethel I. McLennan has been placed proxvime 
accessit for her work on the endophytic fungus of lolium, 
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Abstracts trom Current Medical 
Literature. 


SURGERY. 


(190) Plastic Repair in Face Injuries. 


J. D. Whitham (Military . Surgeon, 
January, 1921) in the description of the 
plastic repair of face injuries holds 
that the first stage should be one of 
cleansing and primary suture. Droop- 
ing parts can be supported by an ar- 
rangement of the dressings. Opera- 
tion should be postponed till contrac- 
ture has ceased and the possibility of 
arousing latent infection has passed. 
Ophthalmic needles are used and der- 
mol employed as a suture material. 
Pedicled grafts from the chest and the 
tubed pedicle method of Gillies are 
commended. Large Krause-Wolf grafts 
should be reserved for the non-mobile 
parts of the face. Platysma myoides 
and overlying fat can be used to fill 
in mandibular depressions. Cartilage 
is valuable for depressions of the eye- 
lids, nose, forehead, ete., but in the 
molar and zygomatic regions the writer 
prefers tibial bone grafts. The dif- 
ferent methods of rhinoplasty are dis- 
cussed and a preference expressed for 
a modified Keegan’s operation. Eye- 
lids are best restored by temporal or 
supra-orbital flaps which must be large 
enough to allow for shrinkage. 


(191) Diaphragmatic Hernia. 

Joseph Hajek (Medical Record, Feb- 
ruary 26, 1921), has described a case 
of diaphragmatic hernia. He divides 
this form of hernia into the usual sub- 
divisions of true congenital hernia, 
false congenital hernia, true acquired 
hernia, false acquired hernia and 
diaphragmatic eventration. The true 
type has a sac of peritoneum or pleura 
or both. Congenital cases are due to 
arrested development of the diaphragm. 
The true acquired type _ herniates 
through one of the natural openings 
of the diaphragm; the false acquired 
type is most commonly due to stab 
wounds, while diaphragmatic eventra- 
tion is simply due to a thinning out 
of part of the diaphragmatic dome 
which becomes pouched to receive the 
herniated viscera. The great majority 
of all types are located in the left side 
and the opening is more commonly in 
the muscular than in the tendinous 
part of the diaphragm. The organs 
usually involved are the stomach, colon, 
omentum, small intestine and spleen 
in the order named. 


(192) Cranio-Cerebral Injuries. 

Adolph M. Hanson (Military Surgeon, 
January, 1921) reports a series of 44 
cranio-cerebral injuries treated by 
operation. He believes in exposing 
freely all head injuries. The first or 
“dirty” stage consists of cleaning and 
trephining, after which all instruments 


should be re-sterilized, new gloves put | 


on and the wound wiped with alcohol. 
The track should be _ painstakingly 
cleansed with ethyl alcohol and, if pos- 
sible, the foreign body removed. The 
dura mater, jf torn, should be left 


“or more years. 


open, for some cedema always follows. 
Débridement of the skull should be 
done in the frontal and_ subocciptal 
regions. Over a skull sinus trephining 
should completely expose the _ sinus. 
In large eggshell fractures an effort 
should be made to cleanse the track in 
the brain, but extra-dural bone frag- 
ments should not be removed. 


(193) Retro-Peritoneal Peri-Renal 
Lipoma. 

Holmes (Journ. Amer. Med. Assoc., 
October 16, 1920) gives details of 
vetro-peritoneal peri-renal lipoma oc- 
curring in a white woman, et. 
43. Adami classified retro-peri- 
toneal lipomata into those _ arising 
from peri-renal fat, those from mesen- 
teric fat and those of doubtful origin. 
The etiology is unknown, but they are 
more common in women. The symp- 
toms are few and are caused by pres- 
sure, e.g., cedema of the feet, ascites, 
varicocele, etc.. Diagnosis is often 
made only at necropsy or operation. 
Lipoma is most frequently mistaken 
for a cyst, especially an ovarian cyst. 
The position of the tumour, the colon 
percussion note and the semi-fluctuant 
character of the tumour are helpful 
points. Cystoscopy may be _ helpful. 
The peri-renal lipoma is limited by the 
peri-renal fascia which has been de- 
scribed by Gerota, and enucleation can 
be carried out within this capsule 
without danger. Recurrence is not 
unlikely. 


(194) The Treatment of Cranio- 
Cerebral Wounds. 

H. Neuhof (Annals of Surgery, No- 
vember, 1920) appreciates the wider 
use of local anesthesia in dealing with 
cranio-cerebral wounds. Cranial in- 
juries with extrusion of the brain sub- 
stance are not common in civil life. 
It is in civil cases with soiled scalp 
wounds that the indications for treat- 
ment most closely resemble those of 
gun shot wounds. The piece-meal re- 
moval of bone fragments and spicules 
from the brain, followed by drainage, 
has never been satisfactory. Perfora- 
tion of the brain by the relatively low 
explosive bullets of civil life, however, 
must not be placed in the same category 
as injury to the brain from war pro- 
jectiles, for in the former case relatively 
little foreign matter is swept in and 
the indications for débridement do not 
exist. The more logical treatment of 
the late complications of hernia cerebri 
and epilepsy must follow the extensive 
war experience and the indications for 
extraction of intra-cerebral projectiles 
have been more clearly defined. 


(195) Cancer of Stomach. 

V. Pauchet and M. Delort (La Presse 
Médicale, November 6, 1920) point out 
that three of every four cancers of 
the stomach are grafted on ulcers. All 
chronic ulcers should be treated by 
operation, especially in patients of 40 
Gastro-enterostomy 
alone is indicated only as a prelimin- 
ary measure or in cases where local 
or general conditions forbid gastrec- 
tomy. Jejunostomy is reserved for 
cases in which in the course of a 


laparotomy both’ gastro-enterostomy 
and gastrectomy are found impossible. 
The Pauchet operation of gastrectomy 
is recommended in which thé jejunum 
is sutured to the cut end of the stomach 
and an entero-enterostomy per- 
formed. For hemorrhage following the 
operation lavage with warm saline is 
first tried and on recurrence rapid lav- 
age with silver nitrate solution (1 in 
4,000), which is not left in the stomach. 
Vicious circle vomiting; not amenable 
to lavage, is due to torsion of the in- 
testinal loop. In these cases re-open- 
ing the abdomen is necessary. 


(196) Gall Bladder Surgery. 

G. W. Crile (North West Medicine, 
March, 1921), reviewing gall bladder 
surgery, expresses preference for the 
oblique incision which runs parallel to 
the rib margin. Drainage must. be 
adequate,. lest a sub-phrenic abscess 
develope. It is best made through a 
counter incision in Morrison’s pouch. 
In fulminant cholecystitis a cholecystos- 
tomy should be the rule, followed later 
by cholecystectomy. After choledocho- 
tomy, if the passage of bile through the 
ampulla is assured, the duct wound 
may be entirely closed; but if there 
has been much trauma to the mucosa 
or if a stone has been present in the 
ampulla, duct drainage should be em- 
ployed. In cholecystectomy the exact 
site for division of the cystic duct 
should be decided on carefully. If too 
high, a diminutive gall bladder may be 
left; if too low, there may be injury to 
the common duct or a temporary ob- 
struction to the flow of bile. He con- 
siders Meltzer’s magnesium sulphate 
test a valuable aid to diagnosis. 


(197) Clavicle Resection in Injury to 
the Brachial Plexus. 

H. M. Richer (Surg., Gynec. and Ob- 

stet., January, 1921), while insisting in 

nerve lesions on the need for careful 


‘coaptation of the severed ends, favours 


resection of the middle third of the 
clavicle in some cases of injury to the 
brachial plexus. He reports two cases 
in each of which approximation -had 
been found impossible by the ante- 
cedent surgeon. The incision runs 
from the middle of the posterior border 
of the sternomastoid muscle downwards 
and outwards across the middle of the 
clavicle and then in the direction of 
the inner border of thé humerus to 
terminate at the lower border of the 
M. pectoralis. The middle third of the 
clavicle is removed with a Gigli saw 
and then the shoulder is pushed medially 
so as to relax the plexus. The gap left 
is not bridged, but the arm and shoulder 
should be supported for many weeks. 


(198) Feecal Fistula Following 
Nephrectomy. 

Weller van Hook (New York Med. 
Journ., January 1, 1921) records a case 
of intestinal obstruction in a woman 
who two years previously had had a 
nephrectomy, performed. A fecal fis- 
tula had persisted after this operation 
and when her abdomen was opened for 
the second condition, the splenic flexure 
was found bound down and occluded. 
Apparently the splenic flexure had been 
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caught by the clamp in ligating the 
pedicle of the kidney during nephrec- 
tomy. Colo-colostomy re-established 
the fecal current without any local 
repair at the site of injury to the bowel. 


GYNAECOLOGY AND OBSTETRICS. 


(199) The Induction of Abortion. 

John Phillips (Lancet, February 5, 
1921) has reviewed the indications for 
the induction of abortion in the light 
of his own experience. He includes 
among abortions all pregnancies which 
terminated before the end of the 28th 
week, namely, the “embryonic” (up to 
the 12th week) and the “foetal” (from 
the 12th to the 28th week). In his pri- 
vate practice of 35 years he has induced 
abortion in 57 cases after complete 
agreement with a consultant that it was 
the only course to save the mother. 
The causes which indicated the in- 
duction of abortion were: acute albu- 
minuria in 18 cases, glycosuria in 2, 
uncompensated cardiac disease in 11, 
incoercible vomiting in 15, acute sali- 
vation in 1, chorea in 1, placenta previa 
in 6 and cancer of the breast in 3. 
There was no maternal mortality. 
Pelvic deformity is not an indication 
for induction in his opinion. 
better treated by Cesarean section. In 
his cases the usual indications were 
present. 
justify the operation are discussed. 
Patients suffering from mental aber- 
ration he divides into three groups: 
(1) Those who, though healthy in all 
respects before marriage, have been 
subjected to severe nervous stress and 
on becoming pregnant have manifested 
mental symptoms. (2) ‘“Border-line” 
patients who become pregnant and soon 
show mental symptoms. (3) Those who 
are normal mentally and have a good 
family history, but on becoming preg- 
nant develope an exhausting illness, 
such as chorea, urzemia, etc., and begin 
to show signs of impending mental dis- 
turbance. If it is to be done induction 
should be performed early—before the 
10th or 12th week. Sedatives, apart 
from opiates, should be given freely up 
to and for some time after the opera- 
tion. In cases of retroflexed impacted 
gravid uterus the induction of abor- 
tion is indicated only when it gives 
rise to grave symptoms imperilling the 
patient’s life. Even then he holds it 
is easier and better to open the ab- 
domen and lift the fundus up. In re- 
gard to phthisis and general tuber- 
culosis he holds that pregnancy does 
not accelerate the course of these dis- 
eases and is not an indication for in- 
duction. The same opinion holds in 
regard to epilepsy and to paraplegia. 
He considers that a previous history 
of congenitally deformed and mentally 
deficient children does not justify in- 
duction in subsequent labours. As re- 
gards the technique of operation, for 
the early cases he advocates the use 
of tents or rapid dilatation with gradu- 
ated bougies and removal of the ovum 
en masse with ovum forceps. In the 
more advanced cases he prefers to use 
tents and to insert later a small de 


It is, 


Other conditions which may - 


Ribes’s bag, which brings on labour 
pains and so stimulates the uterus to 
empty itself. 


(200) Dry Labour. 

F. A. Dorman and E. C. Lyon (Amer. 
Journ. of Obstet. and Gynec., March, 
1921) in a critical study of 270 cases 
of dry labour occurring in a _ series 
of 2,000 obstetrical cases, have con- 
cluded that obstetrical complications 
seem to cause dry labour almost as 
frequently as dry labour causes ob- 
stetrical complications. The length of 
time by which rupture of the mem- 
branes precedes labour is not an im- 
portant factor, either in prolonging 
labour or in causing morbidity or 
foetal mortality. But protracted dura- 
tion of the pains in dry labour greatly 
increases the morbidity and triples the 
foetal mortality. The morbidity risk 
increases proportionately with the num- 
ber of vaginal examinations. The 
dilating bag does not reduce morbidity 
and seems unfavourable to the fcetus. 
Dry labour requires operative termina- 
tion in one third of the number of 
births. The risks of labour with 
breech presentation are much greater 
if the membranes are ruptured early. 
Ceesarean section in this series gave 
very good results, although usually 
considered dangerous in dry labours. 
Of eight patients six had dispropor- 
tion between the pelvis and the pre- 
senting part and two had fibroids ob- 
structing the parturient canal. All re- 
covered, though labour had been pro- 
longed over an average of 30 hours, 
with early rupture of the membranes. 
Dry labour increased the puerperal 
morbidity by 8.5% and the foetal mor- 
tality by 3%. The causes were pro- 
longed labour, infection and operative 
terminations. 


(201) Placenta Preevia. 

In an analysis of 100 cases of pla- 
centa previa G. L. Brodhead and E. G. 
Langrock (Surg., Gynec. and Obstet., 
January, 1921), found that 47 of the 
patients were primiparz and 78 multi- 
parz, while of 5 the history of pre- 
vious labours was unknown. The posi- 
tion of the placenta in 58 cases was 
marginal, in 25 central, in 12 lateral 
and in 5 unknown. There were 9 ma- 
ternal deaths and 63 fetal deaths. 
Treatment varied. In 23 cases the 
dilating bag and version were used, in 
17 version, in 9 manual dilatation and 
version, in 8 breech extraction, in 8 
Hicks’s version, in 8 normal delivery, 
in 6 Cesarean section, in 5 the dilat- 
ing bag, in 4 forceps and in the re- 
maining 12 cases a variety of pro- 
cedures was used. The treatment de- 
pended on the patient’s age, parity and 
period of gestation, on the type of 
placenta, the amount of dilatation, the 
condition of patient and infant and on 
the surroundings and surgical experi- 
ence of the operator. The authors 
concluded that version was preferable 
in the large majority of cases when 
the cervix was sufficiently dilated to 
admit the hand. Extraction should be 
very gradual. If dilatation is small, 
the use of de Ribes’s bag without rup- 
ture of the membranes is indicated, 


They regard manual dilatation as likely 
to lacerate the cervix and consider it 
dangerous. Cesarean section is held to 
be the operation of choice when the 
patient is a primipara at or near term 
and when the placenta previa is cen- 
tral and the dilatation of the cervix 
slight. For multipare who desire a 
living child, the same holds good. 


(202) Rectal Examination in 
Obstetrics. 

W. E. Park (New York Medical 
Journal, November 11, 1920) advocates 
rectal in place of vaginal examination 
in obstetrics. It requires practice to 
recognize the various anatomical struc- 
tures, but the advantages are so great 
that it is well worth while to perfect 
the “rectal touch.” The degree of dila- 
tation of the cervix can be recognized, 
the presenting part determined and the 
level measured. These facts, together 
with the information obtained by ab- 
dominal palpation, give the attendant 
all the information usually required. 
There is a distinct risk during vaginal 
examinations of carrying up into the 
birth canal organisms which under 
favourable conditions to them may 
prove deleterious to the patient. From 
a rectal examination can be learnt all 
that requires to be known in 90% of 
cases. From the patient’s viewpoint 
this method has the advantage that it 
does not go contrary to Nature’s 
method of protecting the woman in 
childbirth. From the doctor’s view- 
point it is attended with much less 
waste of the time and trouble which 
are consumed in sterilizing the vulva 
and vagina and the surgeon’s hands 
and gloves when vaginal examination 
is to be performed. It is only neces- 
sary to don a clean glove. The pro- 
cedure can be frequently repeated with- 
out risk. 


(203) Intra-Vesical Repair of Inacces- 
sible Vesico-Vaginal Fistule. 

Munro Kerr (Proc. Roy. Soc. Med., 
December, 1920) records a case of 
vesico-vaginal fistula following an 
operation for advanced carcinoma of 
the cervix. It was high up in the vault 
of the vagina and so inaccessible that 
repair by the vagina seemed impossible. 
Through a _ supra-pubic incision the 
vault of the bladder was opened trans- 
versely. The fistula was at the base 
of the bladder and was easy to reach. 
With the knife the mucous membrane 
of the bladder was separated from the 
muscle and mucous membrane of the 
vagina. He wished to insert two 
layers of sutures and to tie one in the 
bladder and the other in the vagina. 
Difficulty was experienced with the 
latter. It was overcome by passing the 
vaginal sutures on straight needles and 
closing the bladder after tying off the 
bladder sutures. The straight needles 
were then drawn down into the vagina 
and tied with long pressure forceps. 
A self-retaining catheter was left in 
the bladder for three days. The pa- 
tient made an uninterrupted recovery 
and the fistula was completely healed. 
Kerr states that as far as he can dis- 
cover this procedure has not been de- 
scribed previously. 
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"British Medical Association News. 
SCIENTIFIC. 


A meeting of the Queensland Branch was held at the 
B.M.A. Rooms, Adelaide Street, Brisbane, on March 4, 1921, 
Dr. Graham Butler, the President, in the chair. 

Dr. R. Graham Brown presented a patient, a returned 
soldier, aged 30 years, who had a transient swelling 3.75 
em. in its greatest diameter at the root of the neck. The 
swelling was situated just above and to the right of the 
episternal notch. It was only brought into evidence when 
the patient strained with his mouth closed. It was an 
air tumour and could be expressed with the fingers. A 
stalk could be felt extending into the carotid space just 
internal to the vessels. There was no history of trauma. 
The swelling caused him no inconvenience. X-ray examina- 
tion had not thrown light on the diagnosis. 

In the next place, Dr. Graham Brown demonstrated a 
series of chronic septic processes of the nasal accessory 
sinuses associated with bronchiectasis. The first patient was 
a girl, aged 9 years, who had had measles at the age of 
13 months and pneumonia at 14 months. Ever since that 
time she had been coughing and expectorating a foul secre- 
tion. The tonsils and adenoid vegetations had been removed 
on February 18, 1921. At the same time the anterior ends 
of the middle turbinate bones had been amputated and 
pus washed out of the right maxillary sinus. A skiagram 
taken before this procedure revealed a dull right maxillary 
antrum. The patient had a very pinched face, was a bad 
mouth breather and had a well-marked Harrison’s sulcus. 
She had improved considerably in general health and in 
appearance since the operation. 

The second patient, a boy, aged 16 years, had had a dis- 
charge from the nose since the age of six months and had 
coughed and expectorated a copious foul secretion. He 
had had diphtheria at the age of five years and had worn 
a tracheotomy tube for six months. The tonsils and adenoid 
vegetations had been treated surgically at the age of four 
and again at the age of seven. He was supposed to have had 
lead poisoning at the age of seven. He was undersized and 
unhealthy looking and had a pronounced pigeon chest. He 
was mentally bright. A double radical antrum operation 
had been performed in December, 1920, under local anzs- 
thesia. In January, 1921, a submucous resection of the sep- 
tum had been done and the antrum had been cleared out. 
He had improved considerably since the operation and had 
grown 5 cm. in height in the following two months. There 
was still some ethmoidal disease. Dr. Graham Brown pro- 
posed to deal with this at a later date. 

The third patient was a girl, aged 16 years, who presented 
physical signs similar to those of the two other patients. 
The history was also similar. 

Dr. E. O. Marks showed a patient with bi-temporal hemi- 
anopsia. The patient was a male, aged 18 years. He ap- 
peared to be healthy and there was no history of syphilis. 
He discovered that his vision was defective accidentally 
on looking at test types exhibited in a window. He had 
attended the out-patient department at St. George’s Hos- 
pital, London, where he had been given some medicine 
which he thought caused improvement. During the voyage 
to Australia his sight had become less good. His parents 
stated that it was difficult to induce him to do anything 
requiring exertion. There were no signs of pituitary ex- 
cess or deficiency. 

On January, 29, 1921, his vision on the right side was 
3/ and on the left */,. The pupils were equal, but re- 


acted somewhat sluggishly. The media were clear and the ° 


examination of the eyes revealed nothing of a definitely 
pathological nature. The vision was too defective to obtain 
a reliable field, though it was evident that there was left- 
sided hemianopsia. He was given mercury and _ iodides. 
The vision had improved gradually during the month of 
February and satisfactory fields had been obtained. They 
had revealed complete temporal hemianopsia of the left eye 
which had remained constant. On the right side the tem- 
poral field had been badly damaged, but the blind areas 
varied at different times. The perimeter and scotometer 
charts showed the variation. It was seen that the scotoma 
was situated very close to the fixation point and on the right 
side almost included it. 


A skiagram taken by Dr. A. T. Nisbet disclosed a shadow 
extending upwards and backwards from the sella turcica. 
Stereoscopically it was seen to be placed in the same plane 
as the sella which appeared to be normal in outline. As 
the shadow was well over 2.5 cm. in its greatest diameter, 
it was obvious that the tumour was of considerable size and 
lay mainly outside the sella. Dr. Marks regarded the diag- 
nosis of the nature of the growth as pure conjecture. The 
choice seemed to him to lie between a pituatary cyst, a 
neoplasm, a tuberculous lesion and a gumma. He under- 
stood that the appearances in the skiagram favoured one 
of the two last named. The fact that the vision on February 
27 was °/., on the right side and ‘/, and two letters of 
*/, on the left, and that the headaches had disappeared 
seemed to indicate that the affection was a gumma, since 
the patient had been taking mercury. Dr. Marks reasoned 
that as this was the only condition that would be amen- 
able to treatment, it was unnecessary to apply the Wasser- 
mann test. Many cases had been recorded in which 
improvement had taken place after treatment with 
mercury or with’ glandular extract. Whether’ _ the 
treatment had been responsible in his or the other 
recorded cases for the improvement was a little uncertain. 


Dr. J. Lockhart Gibson said that he had had the privilege 
of examining the patient with Dr. Marks. He agreed with 
him concerning the diagnosis. The X-ray photographs 
yielded strong evidence in favour of a pituitary tumour. If 
the improvement had been due to the mercury, it seemed 
as if the boy’s life would be saved. 


Dr. J. G. Avery showed a woman suffering from tuber- 
cular leprosy. He had three patients with leprosy at the 
Skin Department of the Brisbane Hospital. Two of the 
patients had not turned up. The patient shown was a 
married woman, aged 34 years, who had lived the greater 
part of her life at Gympie, a few years at Cairns and the 
past two years in Brisbane. About 18 months before she 
had had a miscarriage and about that time she had noticed 
a “pimple” on the front of her left thigh. The spot had 
spread gradually till it covered an area the size of a hand. 
The central part was atrophic, whitened and anesthetic 
to touch and pain. The edge was dark red and slightly in- 
filtrated. Numerous other patches had appeared on the 
body. The distribution had become general. The nodules 
varied in size from that of a pea to that of a half a 
crown piece. They were reddish or yellowish red in colour, 
were macular or maculo-papular and all were infiltrated. 
There was no anesthesia. The nerves were not thickened 
and the glands were not enlarged. There was some wast- 
ing of the adductors of the thumb and the hands and 
fingers were somewhat puffed, particularly in the region 
of the proximal phalanges, so that the fingers had a taper- 
ing look. She declared that she had not lost weight and that 
she felt perfectly well. The report from the Health De- 
partment on the Wassermann test was that no reaction 
had been obtained. Slender acid-fast bacilli had been found 
in the lymph obtained from a nodule. 


The second patient was a single girl, aged 18 years, in 
domestic service. The history of her illness dated back 18 
months. She had lived in the Brisbane district all her 
life. The appearances were similar to those of the first 
patient, save that there was no anesthetic area on the 
thigh. The face was somewhat more extensively involved. 
One large maculo-papular area on the forearm seemed to 
be slightly analgesic, but this improved after one or 
two doses of kharsivan. She stated that she had not lost 
weight. She was well nourished. The Wassermann test had 
been carried out both by the micro-biologists at the Health 
Department and by himself. The former had failed to ob- 
tain a reaction on two occasions. Dr. Avery had noted a 
slight reaction. Six doses of neo-kharsivan produced no 
improvement other than that mentioned above. Acid-fast 
bacilli had been found in the lymph from one of the nodules. 


The third patient was a man, aged 35 years, a labourer. 
He had been sent to the hospital on account of ulcers on 
his feet. The serum had yielded a positive Wassermann 
reaction. He walked with a steppage gait, suggestive of 
peripheral neuritis, but the presence of deep, indolent trophic 
ulcers on the soles of the feet and very active reflexes 
showed that this condition was not present. There was 
general muscullar weakness, most pronounced in the ex- 
tensors. The right hand showed a contracture of the flexors, 
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producing a claw hand. There were trophic changes at the 
tips of the fingers. He complained of slight numbness of 
the fifth and ring fingers of the left hand. This improved 
after two doses of neo-kharsivan. Both ulnar nerves were 
definitely thickened. On the left buttock and on the inner 
side of the left thigh were two rounded areas with smooth 
centres and slightly infiltrated, dusky edges. Slight anes- 
thetic changes were detected. The patient denied that 
he had had syphilis and stated that he had suffered for 
from 11 to 12 years. Deviation of complement was reported 
by the micro-biologist of the Health Department. 

Dr. Graham Butler stated that the absence of a Wasser- 
mann reaction was of no importance in these cases, as the 
test varied. The condition could always be diagnosed by 
the complement deviation test if the antigen were made 
from the bacilli obtained from a leprosy nodule. 

Dr. W. Wallis Hoare read a paper entitled “Recent Ad- 
vances in Diseases of the Eye” (see page 435). 

Dr. J. Lockhart Gibson said that he had listened with 
interest to Dr. Hoare’s paper. He still looked on yellow 
oxide of mercury ointment as the most valuable application 
in marginal blepharitis. The nose and naso-pharynx should 
be made healthy, if they were not so and as a rule the re- 
fraction required correction. Extirpation of the lachrymal 
sac was occasionally necessary, even when the blepharitis 
was not cured by this procedure. He had found it very 
satisfactory. Dr. Gibson could not agree that iritis was 
usually complicated with cyclitis. Theoretically it should 
be, but actually it was not. Iritis was generally due either 
to syphilis or to a constitutional state for which massive 
doses of salicylate and citrate of soda were specific. Dental 
causes of iritis had been much over-estimated. Post-opera- 
tive iritis was generally due to tertiary syphilis, unless it 
were due to trauma inflicted during the operation. Inter- 
stitial keratitis was a manifestation of syphilis, usually in- 
herited syphilis. The treatment consisted in that of the 
constitutional state. He had found inunction the best treat- 
ment. Occasionally salvarsan was useful, but often it was 
of no value. Atropine was the only drug for local treat- 
ment; it should only be used when there was irritation 
of the iris. Inflammation of the uveal tract seldom com- 
plicated interstitial keratitis, although some authorities 
claimed that it did. 

He regarded transillumination as a very dangerous method 
of diagnosis for tumours of the chorioid. When a chorioidal 
tumour, which was nearly always malignant, had grown 
large enough to cast a shadow with transillumination, it 
would be too late to remove the eye and to save the pa- 
tient’s life. He agreed that they were too afraid of oper- 
ating on immature cataract. His experience of operations 
for immature and hypermature cataract in very old people 
was that they yielded surprisingly good results. They were 
still groping for some general treatment for glaucoma or 
for a removable focus which caused glaucoma. He held 
that Graefe’s explanation held good, that glaucoma was 
due to an increased activity of the ciliary body, just as 
increased intra-cranial tension was due to increased activity 
of the chorioid plexus or gland. He was not a convert to 
sclero-corneal trephining. He held that a properly exe- 
cuted iridectomy was the best treatment. It was the only 
treatment for acute glaucoma which did not yield promptly 
to milder measures. He had recently seen a patient on 
whose eye he had done an iridectomy for a bad attack 
of glaucoma ten years previously. The recovery had been 
lasting, with °/, vision with correction of a little astigmatism. 
The other eye was affected. He decided to try eserine and 
large doses of salicylate and citrate of soda; a rapid relief 
had resulted. The vision had improved to °/, and the eye 
had a perfect field. His objections to sclero-corneal trephin- 
ing were the unsightly appearance of the crystoid condi- 
tion of the cornea which was rubbed on by the upper lid, 
the danger of hypo-tension and the danger persisting 
throughout life of infection of the globe through the thinly 
covered trephine wound. 

Dr. J. A. Cameron stated that after having listened to 
Dr. Hoare’s excellent paper, it seemed to him that condi- 
tions had not altered much during the last twenty years 
except in the treatment of blepharitis. He had found yellow 
oxide of mercury and the compound tincture of benzoin 
very satisfactory. 

Dr. Hoare did not agree with Dr. Lockhart Gibson regard- 


ing the treatment of marginal blepharitis. Yellow oxide 
of mercury was useful in ‘some cases, but the ointment did 
not reach the organisms in the follicles. He agreed that 
steady treatment was needed for trachoma. He had always 
extirpated the lachrymal sac when this was necessary and 
had cbtained good primary union, even when suppuration 
had been present. For iritis massive doses of sodium 
salicylate were useful in some cases, but they were harm- 
ful in post-operative cases. Interstitial keratitis was not 
confined to children. He agreed that reliance on trans- 
illumination alone in the diagnosis of tumours was danger- 
ous. Some ophthalmic surgeons objected to the use of 
the trephine for glaucoma, while others obtained good re- 
sults with it. It was superior to iridectomy in regard to the 
cosmetic results. In conclusion he made a strong plea for 
the better study of ophthalmology by medical students. 
Dr. R. Graham Brown read a paper on the recent ad- 
vances in diseases of the ear, nose and throat (see page 4387). 


Dr. J. Lockhart Gibson said that middle ear catarrh was 
a condition that was seen first by the general practitioner; 
in the absence of an aural surgeon, he should deal with it 
promptly. If it were treated promptly and properly, there 
would be no need for radical mastoid operations. He had not 
seen a single patient whose drum membrane he had had 
an opportunity of puncturing, needing a radical mastoid 
operation. This was because he employed Politzer’s bag 
from the first until the discharge disappeared. If the per- 
foration tended to close, he re-opened it. General surgical 
principles and good drainage were necessary. He had been 
surprised that Dr. Graham Brown had made no mention of 
Politzeration in acute and chronic middle ear disease. One 
of the first essentials of treatment of chronic middle ear 
suppuration was the removal of adenoid vegetations or the 
rectification of a blocked nose. This was also essential in 
acute cases, but it should be undertaken after the acute 
condition had subsided. 

Dr. W. N. Robertson, C.B.E., said that two-thirds of 
nasal and throat troubles were due to causes within the 
abdomen. The removal of adenoid vegetations at any age 
was a matter of symptoms. The youngest patient on whom 
he had operated, had been eleven months of age. Sinusitis 
was due to faulty drainage of the post-nasal space. It 
occurred after inefficient removal of adenoid vegetations. 
Bronchiectasis did not occur with sinus infections and the 
clearing out of the sinuses would improve the pulmonary 
condition. The ordinary case of running ears could be cured 
by the removal of adenoid vegetations. He preferred the 
sitting-up position to that of the supported hanging head. 

The question of hereditary deafness was in the melting 
pot at the present time. It was frequently caused by here- 
ditary enlargement of the tonsils and of the adenoid tissue. 
He regarded enucleation of the tonsils as the best operation. 
Enucleation of tonsils gave good results in the treatment 
of diphtheria bacillus carriers. Dr. Robertson held that the 
direct suspension method was far preferable to the in- 
direct method for the treatment of papillomata of the larynx. 
Turbinectomy was anathema to a good rhinologist. He 
warned the general practitioner against performing this 
operation, particularly on patients in the western districts. 
These patients tended to get dry, crusted noses with hyper- 
trophy of the middle turbinate and pressure headaches. 
The posterior end was frequently left behind and became 
loaded with dry crusts which were very difficult to treat. 
He used calcium lactate in solution, not in tablet form, for 
three days before operation. 

Dr. A. C. F. Halford referred to the lack of interest shown 
by many practitioners in ear, nose and throat work. He 
stated that sinusitis was a very common cause of ill health 
and that it was only recently that the rhinologists had agreed 
about its diagnosis. He would like to know if Dr. Graham 
Brown or any other specialist had attempted to remove 
tonsils during an® acute attack of follicular tonsillitis and 
if he recommended this procedure. 

Dr. W. N. Robertson said that he had performed the 
operation whenever there was marked obstruction to‘breath- 
ing. He did not advocate it, but preferred to mop out the 
erypts with hydrogen peroxide and _ iodine. 

Dr. E. Culpin said that he had removed the tonsil in a 
case of acute quinsy with good results. He had attémpted 
it in a second case and severe hemorrhage had resulted. 
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This had satisfied him that tonsillectomy should not be 
performed in acute tonsillitis as a routine measure. 

Dr. M. Graham Sutton referred to several cases of nephritis 
that he had seen in London. Marked improvement had 
taken place when diseased tonsils had been removed. 

In reply, Dr. Graham Brown maintained that the general 
practitioner should be a competent surgeon before he per- 
formed any naso-pharyngeal operation. He considered that 
every possible focus of infection should be sought before 
thyreoidectomy was performed for goitre. The tonsils were 
frequently the seat of infection and the treatment of the 
tonsils led to the reduction of the size of the goitre. He 
did not like removing tonsils during an acute attack of ton- 
sillitis, unless there was some definite indication warrant- 


ing the operation. 


The undermentioned have been elected as members of 
the New South Wales Branch: 

F. R. Cumming, Esq., M.B., Ch.M., 1921 (Univ. Sydney), 
34 Kareela Road, Cremorne. 

F. E. Dawson, Esa., M.B., 1917 (Univ. Sydney), Adelong. 

F. S. Hansman, Esq., M.B., Ch.M., 1920 (Univ. Sydney), 
Royal Prince Alfred Hospital, Camperdown. 

A. R. Steven, Esq., M.B., Ch.B., 1916 (Univ. Glasgow), 
Hillcrest Avenue, Gladesville. 


The undermentioned have been nominated for election as 
members of the New South Wales Branch: 
David Adcock, Esq., M.B., Ch.M., 1920 (Univ. Sydney), 
“Greenheys,” Guildford. 
Hugh Kirkland Shaw, Esq., M.B., Bac. Surg., 1914 (Univ. 
Edin.), Murwillumbah. 


Medical Societies. 


THE MEDICAL SCIENCES CLUB, SOUTH AUSTRALIA. 


A meeting of the Medical Sciences Club was held at the 
University of Adelaide on November 5, 1920. 

Dr. W. Ray showed an X-ray photograph of the ventricles 
of the brain of a hydrocephalic infant which was taken by 
removing the cerebro-spinal fluid, one cubic centimetre at 
a time, and replacing it by an equal volume of air. The 
otherwise relatively opaque cavities were thus rendered re- 
latively transparent in contrast to the surrounding tissues. 
It could be shown by the displacement of air on moving 
the head that the air was able to pass from the right to the 
left ventricles and vice versa. In all, 255 c.cm. of fluid had 
been removed and 255 c.cm. of air substituted for it. The 
photograph had been taken seven months previously and 
since then the hydrocephaly had apparently not advanced. 
Applications to numerous radiographic problems were sug- 
gested by the members present. 

Professor T. Brailsford Robertson displayed two tests for 
organically-combined iodine. The one carried out on a 0.3 
grm. thyreoid tablet of English manufacture showed a satis- 
factory content of iodine; the other, carried out on a 0.3 
grm. thyreoid tablet of Australian manufacture showed a 
barely perceptible trace of iodine. The therapeutic efficiency 
of the two makes of thyreoid tablet might be expected to 
parallel the iodine content. The values of the tablets were 
therefore in no wise comparable. Professor Robertson dwelt 
upon the necessity of adequate supervision and control of 
‘the distribution of glandular preparations and several mem- 
bers seconded his remarks. 

Dr. H. K. Fry drew attention to a hallucination in a 
child cited in Le G. Guthrie’s “Functional Nervous Dis- 
orders in Childhood,” which apparently originated in the 
visual phenomenon arising from the visibflity of the blood 
corpuscles in the retinal circulation, to which Sir Joseph 
Verco had drawn attention at a previous meeting. The 
hallucination, as described by the subject, consisted of small, 
round bodies, starting at a definite point in one corner of the 
visual field and traversing a definite path. In the centre 
of the field they appeared to the subject to change into 
forms familiar to the child’s imagination, such as horses, etc. 

A further meeting of the Medical Sciences Club was held 
on April 1, 1921. 


Professor Wood-Jones exhibited an aboriginal Australian 
skull showing a fourth molar pit. He stated that the pheno- 
menon was rare, but that the Australian had always a 
long post-dental alveolus. The fourth molar was much more 
common in nilotic negroes. The most remarkable fact about 
the occasional occurrence of a fourth molar in man was 
that with one exception a fourth molar did not occur, even 
as an abnormality, in any animal higher than a marsupial. 
The exception was the ourang, which exhibited a fourth 
molar in one in eight or ten cases. 

Professor Wood-Jones also exhibited a melanistic type of 
the common opossum, having white tips at the distal ex- 
tremities. He drew attention to the fact that this was a 
common phenomenon in melanistic forms. The mother of 
this opossum was of the common grey type. 

Dr. M. Scott exhibited X-ray plates of a case of incom- 
plete ossification of the bones of the tarsus. No ossifica- 
tion had occurred in the scaphoid. This seems to indicate 
that Ko6hler’s disease, in which incomplete ossification of 
the scaphoid occurred, was due, not to premature ossifica- 
tion as some had suggested, but to deficiency of ossification. 
This was the fifteenth or sixteenth case of Koéhler’s disease 
on record, but it constituted as yet the only case on record 
in which no ossification at all had occurred in the scaphoid 
at so late an age as seven years. The mother was deaf 
and dumb. The child exhibited no other abnormality beyond 
the facts that the ossification of the astragalus was also 
slightly deficient on the same side and the girth of the calf 
in that leg was less than that of the normal leg. Dr. Scott 
inferred that Kohler’s disease was caused by the late ossi- 
fication of a bone which had been exposed to extra trauma. 

Dr. L. B. Bull reported that Bacillus botulinus had been 
isolated by him from grain. Although frequently suspected, 
its presence in Australia had not previously been positively 
demonstrated. The infection had been discovered in spilled 
grain upon a “winnowing floor’ and had given rise to 
“forage poisoning” in horses. The organism was normally 
anzrobic, but in symbiosis with certain moulds it could 
grow aerobically, as in the present instance. If the home 
canning of fruits and vegetables developed in this com- 
munity botulism would probably appear in the human 
subject. 


Correspondence. 


MILITARY TRAINING OF MEDICAL STUDENTS. 


Sir: Whilst commending Major A. J. Aspinall’s suggestion 
for a field ambulance (The Medical Journal of Australia, April 
9, 1921), I beg to suggest carrying the idea still further by 
advocating the establishment of a medical officers’ training 
corps at each university. 

Underlying the whole scheme of defence organization evi- 
dently is the idea of unifying military training establish- 
ment and equipment throughout the Empire, thus making 
the forces interchangeable and capable of working in co- 
operation and under unified command. 

In this respect, remembering how in the organization 
by the Australian Imperial Forces everything had to con- 
form to Imperial war establishments (even to the omission 
at the commencement of the war of a divisional sanitary 
section), I beg to point out the prime necessity for uniform- 
ity in organization. Presumably before that Imperial organi- 
zation is finally completed, any suggestions or recommenda- 
tions from Australia to the Imperial War Council would 
receive consideration. 

With regard, however, to the medical schools in Great 
Britain, the excellent voluntary military organizations, known 
as officers’ training corps, which grew out of the old volun- 
teer medical staff corps, of which some of us were mein- 
bers, will almost certainly be continued, possibly with im- 
provements suggested by the experience of the war. 

In the Naval and Military Section at the Australasian Medi- 
cal Congress in Brisbane the suggestion of similar medi- 
cal officers’ training corps at the universities was favourably 
received. 

The idea was the formation of a unit at each of the 
medical schools. In addition to the routine training of a 
field ambulance, I had in mind a course of instruction 
similar to that which medical officers received at the 2nd 
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Anzac Corps School at Estaires, established by the late 
Colonel C. Mackie Begg, C.B., of the New Zealand Army 
Medical Corps, when Deputy Director Medical Services of 
the 2nd Anzac Corps. This school, originally under Lieu- 
tenant-Colonel Irvine, Royal Army Medical Corps, then 
Lieutenant-Colonel Murray, D.S.0., New Zealand Army 
Medical Corps, was afterwards re-established for the Aus- 
tralian Corps under Lieutenant-Colonel Clive Thompson, 
D.S.O., M.C., A.A.M.C.. 

All officers who attended these corps schools, I think with- 
out exception, derived benefit therefrom. : 

With the establishment of an officers’ training corps at 
the universities, medical officers could both attend for and 
give instruction in refresher courses. 

With regard to the important feature of the prevention 
of disease which is the prime function of a medical service, 
the establishment of chairs in preventive medicine at our 
universities is essential, if we are to keep pace with medi- 
cal training in other countries. In the event of the teach- 
ing of preventive medicine being seriously extended through- 
out the medical curriculum, one could hardly conceive of 
attention not being directed to military hygiene and sani- 
tation, which, to a great extent in the past, have given the 
impetus to and whose leaders have often been pioneers of 
civil sanitary advancement. In this respect the training of 
the future medical officers of our Navy and Army is of 
considerable importance, it now being increasingly recognized 
that the giving of instruction and training in personal 
hygiene is one of their chief functions in maintaining an 
effective fighting force. 

At the present time there appears to me to be an ex- 
ceptional opportunity of introducing into our medical schools 
an organization under the defence scheme which would 
ultimately insure a succession of medical officers who, as 
to training in times of peace, would have imbibed some 
of the lessons which their seniors or predecessors had to 
learn by actual experience under conditions of war. 

One lesson alone as to medical organization and correct 
channels of communication would have saved many of our 
medical officers at their initiation to active service being 
placed in what Major Aspinall terms “embarrassing 
positions.” 

The general adaptability of the Australian, however, made 
him speedily pick up the game. In some respects he some- 
times showed points to those either with more military ex- 
perience, or should one say, to those so trammeled with 
tradition and correct procedure that initiative and resource 
were sometimes hindered thereby. 

Yours, etc., 
J. S. PURDY, 
Metropolitan Medical Officer of Health. 
108 Queen Victoria Building, Sydney, 
May 11, 1921. 


PREVENTIVE MEDICINE. 


Sir: I am instructed to draw your attention to the fact 
that at the last meeting of the Council discussion arose 
regarding the leading article in the Education Number of 
the Journal of April 30, 1921, entitled “The Public Medical 
Services,” and exception was taken to the following remarks: 

It is the policy of this Journal to attack the Govern- 
ments of Australia until the permanent heads of the 
departments dealing with preventive medicine are paid 
at least £4,000 a year. 

The Council of the Queensland Branch of the British Medi- 
cal Association dissociates itself with the opinion expressed 
regarding the salaries of permanent heads of the department. 

Yours, etc., 
R. MARSHALL ALLAN. 
Honorary Secretary. 
Brisbane, 
May 17, 1921. 


“GAUZE PACK” METHOD. 


Sir: May I crave your indulgence to point out to Dr. J. 
W. Sutherland that if he would kindly re-read (and this 
time carefully) my letter in your issue of April 23 he will 
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note that I did not accuse him of inconsistency because “he 
did not find the ‘gauze pack’ method all that was claimed 
for it,” but because he demanded “more convincing data” 
from Dr. Forbes Mackenzie, whilst producing none himself. 

Incidentally, only two cases even supported by a little 
hearsay are still unconvincing and I am surprised that those 
two cases apparently did not take any longer to get well 
than others treated by irrigation. 

It requires a little practice to insure that one is packing 
and draining and not plugging the urethra, even with soft 
open woven gauze. 

Yours, etc., 
J. P. FOGARTY. 

Kew, Melbourne, 

May 21, 1921. 


Sir: Before arriving at any conclusion from the very in- 
teresting statistics produced by Dr. Kenneth McLean in 
his letter published in your issue of May 14, I think the 
following facts should be considered: 

(1) An A.A.M.C. order existed during 1918 and 1919— 
under threatened heavy penalty to the transgressor—that 
all cases of acute gonorrhea, if not cured on the eighth day 
of treatment, must then be immediately evacuated to hospital. 

(2) In November, 1918, an A.A.M.C. order was issued to 
the effect that the massage pack method of early treatment 
(then incorrectly termed “the massage-plug’”) would be used 
to the exclusion of all others. (Nevertheless according to 
Dr. McLean’s figures nearly three times as many cases 
treated by injection or irrigation reached hospital.) 

(3) Accompanying this order (November, 1918) were de- 
tailed instructions—drafted at A.I.F. Headquarters—setting 
out how the method should be carried out, not only headed 
with the unfortunate misnomen of “massage-plug  pro- 
cedure,” but also differing from the gauze pack method (re- 
ported by me several months earlier) in that the urethra 
was to be first syringed with 5% argyrol and then “plugged” 
with cotton wool (not gauze) soaked in the same solution. 

(4) On May 26, 1919, having heard that the specialist 
staff at Bulford were somewhat unfriendly towards the pack 
or plug method—no investigation was being made into the 
vast difference—I, in company with Lieutenant-Colonel H. 
H. Woollard, then Senior Medical Officer, Sutton Veny Area, 
spent a day at Parkhouse (an adjunct to Bulford for the 
treatment of chronic cases). We were there shown the 
records indicating the type of treatment each man had had 
before admission to hospital and we were advised that these 
records were based on the statements of the men them- 
selves—in fact, there was no other way. 

We, Lieutenant-Colonel Woollard and myself, forthwith 
picked out six men who were credited with the so-called 
“plug” method and by carefully questioning them, we were 
able to convince the officer in charge that all six had been 
wrongly labelled. 

We went no further. Naturally, the men themselves would 
easily confuse a “seal” or any form of pad dressing with a 
“plug” or “pack.” 

Cognisant of these facts, 1 must submit that Dr. McLean’s 
Bulford statistics do not in any way help us to estimate the 
comparative value of any treatment, because they would 
appear to have been compiled primarily from unreliable in- 
formation and secondarily under the false hypothesis that 
plugging the urethra with cotton wool comprised the “gauze 
pack” method. Who, may I be permitted to ask, would 
prevent drainage by plugging an abscess cavity with a ma- 
terial such as cotton wool and not expect inflammation, its 
débris and its bacterial cause to take the line of least 
resistance? 

Hence if Dr. McLean can let us have the types and per- 
centage of complications ensuing on a series of cases which 
were definitely known to have been treated, during the acute 
stage, by careful: packing of the urethra so as to insure 
drainage, two or three times a day, with soft open woven 
gauze soaked in argyrol or protargol, no stronger than 5%, 
without any syringing or irrigation; then only would his 
Bulford statistics become more than interesting. 

Yours. etc., 
Kew, Melbourne, 
May 21, 1921. 
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Books Received. 


AN ATLAS OF NORMAL LABOUR, WITH AN ly FO SHOWING 


SYLVESTER’S AND SCHULTZE'S | METHODS OF TIFICIAL 
RESPIRATION, by G. Dr M.D., B.S., F.R.C.P. ; 
1921. London: William Heinemann (Medical Books), Ltd. ; Crown 
4to., pp. 104, illustrated by 405 illustrations from photographs and 
drawings. Price. 25s. net. 

SQUINT: ITS or SES, PATHOLOGY AND TREATMENT, by Claud 
Worth, F.R.C. 1921. London: Bailliére, Tindall & Cox; Demy 
8vo., pp. 343. “fliastrated by 42 figures. Price, 12s. Gd. net. 


ATLAS GEOGRAPHIES: A NEW VISUAL ATLAS AND 
GEOGRAPHY COMBINED; PART III., SENIOR 
No. 2, EUROPE, by Thomas Franklin; 1921. Edinburgh: W. & / 
Johnston, Limited; General Agents: Macmillan & Company, Ewaitea. 
London; Crown 4to., pp. 148. Price, 7s. Gd. net. 

A TEXT-BOOK OF GENERAL PATHOLOGY FOR THE USE OF STU- 
a, AND PRACTITIONERS, by J. Martin Beattie, M.A., M.D., 

.R.C.S., L.R.C.P., and W. E. Carnegie Dickson, M.D., B.Sc., 
F. R.C. P.: Second Edition, 1921. London: William Heinemann (Medi- 
val Books), Limited; Royal 8vo., pp 496, illustrated by 232 figures. 
Price, 31s. 6d. net. 

A MANUAL OF SURGERY FOR STUDENTS AND PHYSICIANS, by 
Francis T. Stewart, M.D.; Fifth Edition, 1921. Philadelphia: P. 
Blakiston’s Son & Company ; Royal 8vo., pp. 1,086, with 590 illus- 
trations. Price, $10.00 net. 

ATLAS DE Les Conditions expérimentales de Vextince- 
tion de la Syphilis, par Arthur Vernes, Directeur de l'Institut Pro- 
phylactique de Paris; 19: Paris: Imprimerie A. Pradier, P. Boll, 
suecesseur ; Royal 8vo., pp. 121, with 100 graphs. Price, Fr. 35 net. 

A MANUAL OF MIDWIFERY -FOR STUDENTS AND PRACTITIONERS, 
by Henry Jellett, B.A., M.D., F.R.C.P.1., L. M., and David G. Madill, 
B.A., M.B., B.Ch., B. AS 0., L.M.; 1921. London: Bailliére, Tindall & 
Cox ; as 8vo., pp. 1, 200, with 20 plates and 570 figures in the 
text. Price, 42s, net. 


Medical Appointments. 


Dr. N. L. Cass (3.M.A.) has been appointed District Medi- 
cal Officer and Public Vaccinator at Meekatharra, West- 
ern Australia. 

The appointment of Dr. H. W. Ward (B.M.A.) as Medical 
Officer of Health to the Cunderdin Local Board of Health, 
Western Australia, has been approved. 


Medical Appointments Vacaut, etc. 


For announcements medical appointments vacant, assistants, locum 
tenentes sought, etc., see ‘‘Advertiser,’”” page xxiii. 


University of Adelaide: Professor of Zoology. 

Public Service Board, Sydney: 1 Male Medical Officer; 1 
Female Medical Officer; 2 Male Dental Officers. 

Lever’s Pacific Plantations, Solomon Islands: Medical Officer. 


Medical Appoiatments. 


IMPORTANT NOTICE. 


Medical practitioners are requested not to apply for any 
appointment referred to in the following table, without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary 
of the British Medical Association, 429 Strand, London, W.C.. 


Branch. APPOINTMENTS. 
Australian Natives’ Association. 
Ashfield and District Friendly So- 
cieties’ Dispensary. 
Balmain United Friendly Societies’ Dis- 
NEW SOUTH pensary. 
WALES. Friendly Society Lodges at Casinc. 


Leichhardt and Petersham Dispensary. 
Manchester Unity Oddfellows’ Medical 
Institute, Elizabeth Street, Sydney. 
Marrickville United Friendly Societies’ 

Dispensary. 
North Sydney United Friendly Societies. 
People’s Prudential Benefit Society. 
Phenix Mutual Provident Society. 


(Hon. Sec., 30-34 
Elizabeth Sireet, 
Sydney.) 


Branch. APPOINTMENTS. 
All Institutes or Medical Dispensaries. 
Manchester Unity Independent Order 
of Oddfellows. 

Ancient Order of Foresters. 

VICTORIA. Hibernian Australian Catholic Benefit 
Society. 

(Hon Sec., Medi- | Grand United Order of Free Gardeners. 


cal Society Hall, 
East Melbourne.) 


Sons of Temperance. 
Order of St. Andrew. 
Australian Prudential Association Pro- 
4 prietary, Limited. 

‘ Mutual National Provident Club. 
National Provident Association. 


QUEENSLAND. australian Natives’ Association. 


Brisbane United Friendly Society In- 
stitute. 
Stannary Hills Hospital. 


(Hon. Sec., B.M.A. 
Building, Adelaide 
Street, Brisbane.) 


SOUTH AUS- 
TRALIA. 
(Hon. Sec., 3 North 
Terrace, Adelaide.) 


Contract Practice Appointments at 
Renmark. 

Contract Practice 
South Australia. 


Appointments in 


WESTERN AUS- 
TRALIA. 
(Hon. Sec., 6 Bank 
of New South 
Wales Chambers, 
St. George’s Ter- 
race, Perth. 


All Contract Practice Appointments in 
Western Australia. 


NEW ZEALAND: 


WELLINGTON 
DIVISION. Friendly Society Lodges, Wellington, 
— New Zealand. 
(Hon. Sec., Wel- 
lington.) 


Diary for the Month. 


June 1.—Vic. Branch, B.M.A.. 
June 3.—Q. Branch, B.M.A.. 
June 8.—Melb. Pediatric Society (Vic.). 


June 10.—N.S.W. Branch, B.M.A., Clinical. 

June 10.—Q. Branch, B.M.A., Council. 

June 10.—S. Aust. Branch, B.M.A., Council. 

June 14.—N.S.W. Branch, B.M.A., Ethics Committee. 

June 14.—Tas. Branch, B.M.A.. 

June 15.—W. Aust. Branch, B.M.A.. 

June 16.—Vic. Branch, B.M.A., Council. 

June 21.—N.S.W. Branch, B.M.A.: Executive and Finance 
Committee. 

June 23.—Clinical Meeting at the Hospital for Sick Children, 
Brisbane. 

June 24.—Q. Branch, B.M.A., Council. 

June 24.—N.S.W. Branch, B.M.A.. 

June 28.—N.S.W. Branch, B.M.A.: Medical Politics Commit- 
tee: Organization and Science Committee. 


EDITORIAL NOTICES. 


Manuscripts forwarded to the office of t 
cireunstan be returned, his journal cannot under any 
riginal articles forwar for publication are under 
to The Medical Journal of Australia alone, unless the 
Pe... be to “The Editor,” The Medical 
ournal of Australia, . ding, 30. beth Stree’ 
(Telephones : B. 4635.) Bliza Street, 


